THE 


1954 Scientific Assembly Cleveland March 22-25 


AMERICAN 


Published ty 


ACADEMY OF 


UNIVERST 
OF MICHIGAN 


APR 28 1954 


MEDICAL 
LIBRARY 


GENERAL PRACTICE 


A 
TE 
3 
4 
4 
q 
i 
: 
be 
® 


Bentyl proves more effective than 


atropine in “Nervous Indigestion”’ 


FROM BETTMANN ARCHIVE 


McHardy’ reports that Bentyl is “superior to 
atropine” for relief of pain due to pylorospasm. He 
confirms the work of others that Bentyl is free from 
significant side effects which permits more 

general use in nervous indigestion. 


When you prescribe Bentyl, you prescribe patient 
comfort. You will rarely hear patients complain about 
‘belladonna backfire” or dry mouth and blurred vision. 
Use Bentyl for your next nervous indigestion patient. 
Relief of G.I. spasm is quick, complete and comfortable. 


Bentyl 


AN EXCLUSIVE DEVELOPMENT OF MERRELL RESEARCH 


New technic of measuring 
human motility shows a de- 
crease or complete sup- 
pression of intestinal pres- 
sure waves, depending on 
dosage of Bentyl.2 Bentyl 
acts by blocking acetyl- 
choline and directly affects 
the muscle fibers like 
papaverine. 


COMPOSITION: Each 
Bentyl Capsule or tea- 
spoonful Bentyl Syrup con- 
tains 10 mg. Bentyl (dicy- 
clomine) Hydrochloride. 

Also Bentyl (10 mg.) with 
Phenobarbital (15 mg.) Cap- 
sules and Syrup, and Bentyl 
Injection, 10 mg. per cc. 


DOSAGE: Prescribe 
Bentyl, 2 capsules or 2 tea- 
spoonfuis Bentyl Syrup 
three times daily and at 
bedtime. Infants and Chil- 
dren, % to 1 teaspoonful 
Syrup 10 to 15 minutes be- 
fore feeding, three times 
daily. 
1. McHardy and Brown: 
Sou. M.J. 45:1139, 1952. 
2. Lorber and Shay: Fred. 
Proc. 12:90, 1953. 
Complete Bentyl _bibli- 
ography on request. 
T.M. ‘Benty!’ 
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iron deficiency anemia 


“.. iS encountered particularly in infants ...”” 


AGE INCIDENCE OF IRON DEFICIENCY ANEMIA 


Iron deficiency, “the most common nutritional “7% 
deficiency” in infants and children? is observed 2 
frequently after the age of six months.'.? Neither 

breast milk nor a cow's milk formula provides .~ 


Satisfactory iron intake after the infant's inherited 
iron stores are exhausted? 


Fer-In-Sol administered regularly gives effective 
protection against the iron deficiency so prone to 
develop in infants. In both prophylaxis and therapy, 
a specific response is obtained with this concen- 
trated solution of ferrous sulfate. 


Only 0.3 cc. of Fer-In-Sol supplies the full Recom- a 
mended Daily Allowance of iron for infants. Best (about erain) 
administered in fruit juice or water between feed- x sulfate—7.5 mg. iron. 


ings, Fer-In-Sol leaves no unpleasant after-taste 
and is exceptionally well tolerated. 


Available in 15 and 50 cc. bottles 
with droppers calibrated for 0.3 and 0.6 cc. 


1. Wintrobe, M. M.: Clinical Hematology, ed. 3, 
Philadelphia, Lea & Febiger, 1951, pp. 642-643. oe mee 
2. Smith, N. J., and Rosello, S.: 


J. Clin. Nutrition 1: 275, 1953. 
3. Jeans, P.C., in A.M.A. Handbook of Nutrition, 
ed. 2, New York, Blakiston, 1951, p. 280. Iron in a drop for 


infants and children 
MEAD JOHNSON & COMPANY «+ EVANSVILLE, INDIANA, U.S.A. 
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In hypertension... 
_A safer tranqulilizer-antihypertensive 
A pure crystalline alkaloid of Rauwolfia serpentina — 5 
5 


STRESSCAPS 


STRESS FORMULA VITAMINS LEDERLE 


Embodies the complete formula 
recommended by the 
Food and Nutrition Board of 
the National Research Council, 
plus Vitamin K. 


For post-operative patients, 
for patients with severe illness 
or serious vitamin depletion, 
for patients suffering fractures, 
burns, trauma, or other 
extraordinary physiologic stress. 


Each CAPSULE contains: 
Ascorbic Acid (C) 
Thiamine Mononitrate (B:) 
Riboflavin 


Niacinamide . 
Pyridoxine Hydrochloride (Be). . . f Lederle 


Vitamin B,2 4 micrograms 


as present in concentrated extractives from : 7 
streptomyces fermentation hg LEDERLE LABORATORIES DIVISION 


Vitamin K (Menadione) AMERICAN 


Average dose: : ay PEARL RIVER, NEW YORK 
2 capsules daily 


1 capsule daily 


*Trade Mark 
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BIOPAR is 


“intrinsically” better 


A new, many times more potent Intrinsic Factor in 
Biopar makes possible a full therapeutic vitamin By2 
nouritides of various origin response orally—even in the presence of partial or 
complete achlorhydria. The Intrinsic Factor in 
Biopar, many times more active than previously 
available intrinsic factor preparations— performs the 
essential functions ascribed to the classic 

Intrinsic Factor of Castle. 


an effective oral replacement 

for injectable B;2 

Oral Biopar therapy produces a full reticulocyte 
response and red blood cell increment in pernicious 
anemia, as confirmed by fourteen independent 
investigators (personal communications). 


trigeminal neuralgia 


siorar! BIOPAR 


with wide non-hematologic uses urement Each BIOPAR tablet contains: 
Biopar is exceedingly useful as an oral replacement ain Racca Crystalline Vitamin By2 U.S.P... 


Intrinsic Factor 


for injectable vitamin By2 treatment, and as an luvvecuauivesiernunaaratannit 
Supplied: Bottles of 30 tablets. 


adjunct to high-potency injections. A pronounced 
“tonic” effect is accredited to vitamin By. 


A. THE ARMOUR LABORATORIES 
® 


A DIVISION OF ARMOUR AND COMPANY-- CHICAGO 11, ILLINOIS 
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(Continued from page 11) 
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Morganford Rd., St. Louis 2; Secretary-treasurer: P. V. 
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Montana. President: J. A. Murtiter, M.D., 407 Montana 
Building, Lewistown; Secretary-treasurer: Rosert H. 
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Nebraska. President: Frank J. Mnux, M.D., 3374 South 
13th St., Omaha; Secretary-treasurer: W. E. HUNGERFORD, 
M.D., 1904 Spencer Street, Omaha 


Nevada. President: Geratp Sutvain, M.D., 610 S. Seventh 
St., Las Vegas; Secretary-treasurer: BurcHARD WINNIE, 
M.D., Walker River Hosp., Schurz 


New Hampshire. President: A. Dunerman, M.D., 
Mechanic St., Canaan; Secretary-treasurer: Wiu1aM F. 
Putnam, M.D., Lyme 


New Jersey. President: Vincent Campana, M.D., 386 Fair- 
mount Ave., Jersey City; Secretary: ArTHuR P. Trew- 
HELLA, M.D., 376 Fairmount Ave., Jersey City; Treasurer: 
Ricuarp R. Cuampertain, M.D., 30 Lenox Place, Maple- 
wood 


New Mexico. President: Letanp S. Evans, M.D., 217 W. 
Court Ave., Las Cruces; Secretary-treasurer: Pere J. 
Starr, M.D., 701 S. Main, Artesia 


New York. President: Wiu1am G. Ricutmyer, M.D., 98 Wil- 
lett St., Albany 6; Secretary-treasurer: Raymonp S. 
McKeesy, M.D., 84 Main Street, Binghamton 


North Carolina. President: Wayne J. Benton, M.D., 514% S. 
Elm St., Greensboro; Secretary-treasurer: Joun R. 
Benver, M.D., 820 Nissen Building, Winston-Salem 


North Dakota. Acting Secretary: Ira D. Crarx, M.D., Cassel- 
ton 


Ohio. President: Georce H. Lemon, M.D., 355 E. Broadway, 
Toledo 5; Secretary-treasurer: Eart D. McCatuisTer, 
M.D., 1113 Bryden Road, Columbus 5 


Oklahoma. President: MarsHatt O. Hart, M.D., 1228 S. 
Boulder, Tulsa; Secretary-treasurer: Exmer RipGEway, 
Jr., M.D., 2750 N.W. 23rd St., Oklahoma City 


Oregon. President: Ennis Keizer, M.D., 876 Virginia Ave., 
North Bend ; Secretary-treasurer: Rosert C. Knorr, M.D., 
832 Medical Center Bldg., Eugene 


Pennsylvania. President: Cuartes K. Ross, Jr., M.D., 2115 
Hanover Ave., Allentown; Secretary-treasurer: 
W. Esusacu, M.D., 4450 State Rd., Drexel Hill 


Rhode Island. President: Cartes E. Bryan, M.D., 425 Willett 
Ave., Riverside; Secretary-treasurer: RICHARD J. KRAEMER, 
M.D., 2907 Post Road, Greenwood 


South Carolina. President: W. Wyman Kine, M.D., 302 Sa- 
luda Ave., Batesburg; Secretary-treasurer: Horace M. 
Wuitworth, M.D., 301 E. Coffee St., Greenville 


South Dakota. President: Rospert A. BucHaNnan, M.D., 76 
3rd St., Huron; Secretary-treasurer: Joun A. KiTTELsON, 
M.D., 721 South Walts Ave., Sioux Falls 


Tennessee. President: L. A. Kiterrer, M.D., 413 Devonia 
St., Harriman; Secretary-treasurer: D. J. Jouns, M.D., 
313 Bennie-Dillon Bldg., Nashville; Executive secretary: 
Mr. Wiuiam C. McMurry, Jr., 701 Crescent Rd., Nash- 
ville 


Texas. President: Cec. Forrest Jorns, M.D., 5644 Lawn- 
dale, Houston; Secretary-treasurer: Woopson W. Har- 
ris, M.D., 1410 Nickerson Street, Austin; Executive sec- 
retary: Mr. Donatp C. Jackson, 1410 Nickerson Street, 
Austin 


Utah. President: W. Ezra Cracun, M.D., 110 North First, 
East, Logan; Secretary-treasurer: J. Pourson Hunter, 
M.D., 3007 Highland Drive, Salt Lake City 


Vermont. President: Rocer W. Mann, M.D., Jeffersonville; 
Secretary-treasurer: H. Hernincer, M.D., 37 
Buell St., Burlington 


Virginia. President: Brewster A. Hopkins, M.D., P.O. Box 
26, Stuart; Secretary: W. Linwoop Bat, M.D., 714 North 
Boulevard, Richmond 20; Treasurer: Cart W. Meapor, 
M.D., 2716 Grove Ave., Richmond 20; Executive Secre- 
tary: Mrs. Heren M. Setter, 1105 West Franklin, 
Richmond 20 


Washington. President: Austin B. Kraaset, M.D., 415 North 
85th St., Seattle; Secretary-treasurer: Ropert McC. 
O’Brien, M.D., Medical Center Building, Spokane 


West Virginia. President: Jacos C. Hurrman, M.D., Edminston 
Bidg., Buckhannon; Secretary-treasurer: Hatvarp WaN- 
cer, M.D., Box 175, Shepherdstown; Executive Secretary: 
Mrs. Marcaret I. MacVean, Box 41, Shepherdstown 


Wisconsin. President: Cyrus G. Reznicnexk, M.D., 2037 
Winnebago, Madison; Secretary-treasurer: Ropert F. 
Purtett, M.D., 758 North 27th St., Milwaukee 8; Execu- 
tive Secretary: Mr. Ropert DuFour, 758 N. 27th Street, 
Milwaukee 


Wyoming. President: Ext Cuester RipGeway, M.D., Cody 
Clinic, 1301 Rumsey Ave., Cody; Secretary-treasurer: 
Wiutarp H. Pennoyer, M.D., Hynds Building, Cheyenne 

Hawaii. President: Toru Nisuicaya, M.D., 764 Kapahulu 


Ave., Honolulu; Secretary-treasurer: Ropert D. 
M.D., Young Hotel Bldg., Honolulu 


@ The American Academy of General Practice is a national association of physicians engaged in the general practice of medicine and surgery. 


It is dedicated to the belief that general practice is the keystone of American medicine, and to the conviction that continuing study is the basis 
of sound general practice. It is the role of GP, official publication of the Academy, to provide constantly the best postgraduate literature in all 
phases of general practice in its scientific section. In other regular departments it carries articles and official reports pertinent to the work of 


the Academy's fifteen standing committees. 


GP « March, 1954 


| 
| | 
| 
| 
| 
| 
| 
| 
| 


See the chemical difference 


in this unique, amino nitrate 


CH,-CH,-0-NO, 


4% 


Meramine® is chemically unique, because its three 
nitrate groups are nitrogen (amino)-linked, rather than 
carbon-linked. And MErTAMINE has the smallest effective 
dose (2 mg.) of any long-acting cardiac nitrate for 
prevention of angina pectoris—with correspondingly 
few side effects. 


Thos. Leeming b Co.Ine. 155 East 447TH Street, New York 17, N.Y. 


GP e Volume IX, Number 3 


fe 
4 
iz 
: 
Tike 
ts 
14 


Chis Month’s Authors 


L. Edward Gaul, M.D., 


a dermatologist who practices in Evansville, Indiana, is the author of ‘Overtreatment Derma- 
titis in Skin Diseases.” Dr. Gaul was graduated from the University of Michigan Medical 
School, Ann Arbor, and served an internship at the University Hospital. He was then affiliated 
with the New York Skin and Cancer Unit of Columbia University, and with Cornell Medical 
Center. Dr. Gaul is a diplomate of the American Board of Dermatology and Syphilology and 
president-elect of the Vanderburgh County Medical Society. 


Raymond J. Jackman, M.D., 


is head of the Section of Proctology, Mayo Clinic, Rochester, Minnesota, and assistant professor 
of proctology, Mayo Foundation, Graduate School, University of Minnesota. Dr. Jackman, 
author of “Management of Anal Pruritus,”’ received his M.D. degree from the State University 
of Iowa, Iowa City, and interned at St. Mary’s Hospital, Kansas City, Missouri. He is a fellow 
of the American Proctologic Society and an associate member of the examining board of the 
American Board of Proctology. 


Ernest W. Page, M.D., 


associate professor of obstetrics and gynecology at the University of California School of 
Medicine, San Francisco, joined this medical faculty in 1941. Prior to this time he had been a 
research associate in physiology at the University of California. His primary interests are con- 
cerned with the physiology, biochemistry, and endocrinology of human pregnancy—his 
article appearing in this issue is the “Usefulness of Hormones in the Treatment of Women.” 
Dr. Page is a member of GP’s Editorial Advisory Board. 


William H. Prioleau, M.D., 


who was graduated from Johns Hopkins University School of Medicine, Baltimore, Md., is 
clinical professor of surgery at the Medical College of South Carolina, Charleston. He interned 
at Johns Hopkins and was an assistant resident and resident at the Cleveland Clinic, Cleveland, 
Ohio. Dr. Prioleau is engaged in the practice of general surgery in Charleston. His co-author 


of ‘The Supportive Boot for Chronic Venostasis” is Dr. J. Manly Stallworth, who also prac- 
tices in Charleston. 


James E. Reeves, M.D., 


a member of the Academy, is engaged in general practice in San Diego, California. During 
World War II, he served with the U.S. Navy Medical Corps. He is on the staffs of Quintard, 
Scripps Memorial, and Sharp Memorial hospitals. For eleven years, Dr. Reeves was autopsy 
surgeon for San Diego County, a position which furnished him with much information for his 
article, “The Coroner’s Office and the Family Doctor.” In 1951, he was chairman of the Section 
on General Practice of the California Medical Association. 
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Any way you look at it... performance-proved 
B-P RIB-BACK SURGICAL BLADES contribute 
to the certainty of the surgeon’s touch, as they 
provide him with dependable, uniformly sharp 
and enduring cutting edges. 


B-P RIB-BACK SURGICAL BLADES are the 
result of meticulous care and fine craftsmanship 
in every detail of production. 


The ECONOMY in the purchase of B-P RIB- 
BACK SURGICAL BLADES is proved by their 
performance! 


Ask your dealer 


BARD-PARKER COMPANY, INC. 
Danbury ° Connecticut 


And Rib-Backs pac 

in the new RACK-PACK 
provide further economies 
in time and labor for the 
O. R. Personnel. Blades 
from RACK-PACK to 
sterilizer in a matter of 
seconds, 
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Yours Cruly.. . 


Physician's Year-End Lament 


Dear Sir: 
The year end tally looked so good, 
That even after clothes and food, 
A surplus safe within my bank, 
Or visions, e’en of privileged rank, 
Appeared my just reward for toil, 
Combustion of the midnight oil. 


Alases now, and more alacks, 

I pungle up my income tax, 

And fleeting go fond dreams of rest, 

Vacation hopes were just a jest! 

And so, once more, we bend our backs, 

To earn enough for next year’s tax! 

Francis T. Hopces, M.D. 

San Francisco, Calif. 


That word “pungle” stops us cold and that slight vibration 
you felt was Mr. Noah Webster turning over in his grave. But 
other than that, we know exactly how Dr. Hodges feels! 
—PUBLISHER 


Military Hasn't Socialized Doctors 
Dear Sir: 

Mr. Howard Buffett is performing a welcomed service to 
the medical profession and opponents of socialized medicine 
in his article, ‘Backing into Socialized Medicine”. (See No- 
vember 1953 GP, page 101.) Certainly the situation pre- 
sented by the many millions of Americans entitled to free 
medical attention at government expense is alarming. Ad- 
mittedly, induction of physicians into the military services 
depletes the supply of physicians available to civilians. 
American medicine is swept into an oppressing cycle, creating 
a perfect target for socialists. However, I emphatically object 
to Mr. Buffett’s conclusion that the minds of physicians 
leaving military service have been socialized and that these 
physicians would not be inclined to fight socialized medicine 
in this country. 

_ Lam a medical officer in the army, having had a one-year 
internship, and nine months in an institutional hospital be- 
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fore coming into the service. Upon discharge, private prac- 
tice will be entirely new to me. Yet I abhor socialism in any 
form. Granted, it’s nice to have a certain income and not 
have the inconvenience of collecting fees, but Mr. Buffett, 
being a layman, is obviously not aware of the force that 
prompts the individual to become a physician. It is a wish to 
help the suffering, the love for humanity, the desire to per- 
form services to the ill to the best of one’s ability and in ac- 
cordance with one’s own conscience. 

Why not “hang up a shingle and wait for patients”? It is a 
privilege. Treating the few patients who enter of their own 
volition would surely be more rewarding than seeing the 
many who seek medical care in the military because it’s free 
or because their duties are not attractive. Far from indoctrin- 
ating young physicians with socialism, I’m convinced that the 
military conclusively demonstrates the many advantages of 
private practice. 

lst Lr. Epwarp J. Stout, MC 
APO 
New York, N.Y. 


A Measuring Stick 


Dear Sir: 

The format of my article in the November issue was ex- 
cellent and the charts were extremely well reproduced. GP 
has set a new high level for medical publications by which 
other publishers will have to measure. 

Wuus E. Brown, M.D. 
University of Arkansas 
Little Rock, Arkansas 


Hospital Commission Lauds Manual 


Dear Sir: 

At its meeting of December 5, 1953, the Board of Commis- 
sioners of the Joint Commission on Accreditation of Hos- 
pitals took the following action, which I have been requested 
to transmit to your organization: 

Vorep: That the Board of Commissioners of the Joint 
Commission on Accreditation of Hospitals commend the 
American Academy of General Practice for the initiative 

(Continued on page 23) 
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be for the complete restoration of pre- 


ALL 


for an anabolic effect, as an aid in the management 
of the male climacteric or for any cause—the following 


androgen preparations offer you a dosage form best 
suited to each indication, convenient to administer and 
well accepted by the individual patient: 


SYN AN DR OL" brand of testosterone propionate in 


SYNANDROL-F 


SYNANDROTABS* 
SYNANDRETS* 


PFIZER SYNTEX PRODUCTS 


sesame oil: 25 mg., 50 mg. and 100 mg./cc. 
in 10 cc. multiple-dose vials and in single-dose 
Steraject® disposable cartridges. 


brand of testosterone in aqueous 
suspension: 25 mg., 50 mg. and 
100 mg./cc. in 10 cc. vials. 


brand of methyltestosterone tablets, 
fer oral use: 10 mg. and 25 mg., 
bottles of 25 and 100. 


brand of testosterone transmucosal 
tablets, for absorption by the 
transmucosal route: 10 mg., bottles of 
25 and 100; 25 mg., bottles of 25. 


#TRADEMARK 


PFIZER LABORATORIES Brooklyn 6, N.Y. 
Division, Chas. Pfizer & Co., Inc. 
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which its Commission on Hospitals has shown in preparing 

the Manual on General Practice Departments in Hospitals. 
L. Crossy, M.D. 
Director 

Joint Commission on Accreditation of Hospitals 

Chicago, Illinois 


No Stagnation 


Dear Sir: 

Enclosed is a money order for $5.00 for one copy of the 
*Abstracts”’ of the Fifth Annual Scientific Assembly. I have 
been in the army now eight months and I de not intend to 
stagnate. 

Lr. Joun E. Mus 
U.S.A.M.C, 


To Lt. Mills, at his station in East Germany, one copy of 
Abstracts” posthaste—a positive preventive against that in- 
sidious disease, stagnatus mentalis.—PUBLISHER 


Osteopathy Could Be Specialty 


Dear Sir: 
Regarding the editorial in the December, 1953 GP, ‘Os- 

teopath Question Demands Settlement,” it is my opinion 

that if the teaching in the schools of osteopathy needs im- 

provement, steps should be taken to improve them and make 

them regular schools of medicine. 

There are followers of osteopathy who think “osteopathy” 


is tops. Then why shouldn’t these followers specialize in that 
field? In this way they wouldn’t carry any stigma. 
Jesus M.D. 


Laredo, Texas 


Marx vs. Founding Fathers 
Dear Sir: 

Dr. Hussey is to be commended for his article in your 
November issue entitled “Is ‘Socialized Medicine’ Inevita- 
ble?” because it can initiate the needed discussion of the 
most important danger of our day, specifically—socialism. 

In accordance with the conception of our republican 
form of constitutional government being the servant of its 
peoples, and specifically limited in its powers and functions, 
I would suggest the following modification of the Hussey 
diagram as being a more accurate portrayal of what our wise 
founding fathers intended: 


—Freedom— 


Person, Person 
og 
T 
Government 


The principal purpose of our government is to protect 
our freedom or the individual pursuit of life, liberty, and 
(Continued on page 25) 
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Serpasil 
kaloid of Rauwolfia serpentina 


In hypertension 


No other rauwolfia product offers such “ 
Unvarying potency / Accuracy in decage / Uniform results 
Des ‘Toblets 0.25 mg. and 0.1 mg, 
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. . gives excellent results...” 


In a recent report on intranasal therapy, 


Silbert! states: 


since mixed infections are common, prep- 
arations containing antibiotics effective 
against Gram-positive and Gram-negative 
organisms are suggested. ‘Drilitol Spraypak’, 
which combines gramicidin and polymyxin 
with a vasoconstrictor and an antihistamine, 
gives excellent results.” 


The author also states: 

“Since these antibiotics are seldom used sys- 
temically, there is less danger to the patient 
of sensitization. It also precludes the possible 
development of resistant organisms through 
topical use of antibiotics that might later be 
needed in more critical infections.” 

1. Silbert, N.E.: GP 8(6):35 (Dec.) 1953. 


for intranasal infections specify: 


‘Drilitol* Spraypak’ 
the convenient “pocket” spray 
or 


‘Drilitol’ Solution 


with dosage-adjusted dropper 


Formula: Contains gramicidin, 0.005%; polymyxin B sulfate, 500 U/cc.; thenyl- 
pyramine hydrochloride, 0.2%; Paredrine* Hydrobromide (hydroxyamphetamine 
hydrobromide, S.K.F.), 1%. Preserved with thimerosal, 1:100,000. 


Smith, Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. ‘Spraypak’ Trademark 
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property, in accordance with the Laws of God, and without 
encroachments upon the freedoms of others. Our Consti- 
tution never intended government to interfere with the 
service relationship of person to person as depicted by 
Hussey. That error came about through Supreme Court 
decisions based upon political expediency instead of sound 
principle, good judgment, and patriotic fervor. I refer par- 
ticularly to the rape of the “general welfare clause” and 
the interstate commerce sections of our Constitution. There 
is absolutely no consent in those sections for the govern- 
mental usurpation of power legalized by the decisions of 
those jurists. 

Dr. Hussey might well have elaborated upon the people 
who are convinced that socialized medicine would be a good 
thing. He seems to lend credence to the socialist propa- 
ganda about “inequities” as a cause for disharmony. He 
should have pointed out that inevitable human differences 
were elaborated upon by a group of socialist planners who 
began in this country, back in 1905, as the Intercollegiate 
Society of Socialists, to foster class strife as a means of 
achieving their Marxian objectives. The acceptance of that 
false ideology of atheism by weak Americans has created 
our present plight. 

The entire picture is an organized plot to ruin the best 
form of government this world has yet witnessed. Without 
the evil fomented by these disciples of Marx, the “complex 
problems of this day” would not exist, government would 
not have grown and grown (since the turn of this century— 
not since the late 1700’s) and we would not now be de- 
pleting our life’s blood and surplus production on unappre- 
ciating foreign lands in accordance with the predictions of 
Lenin! 

Our delegates to the A.M.A. should not be limited to a 
narrow discussion of socialized medicine. They should be 
encouraged to a broad consideration of those causes, which 
over a period of half of this century, swerved Americans 
from the time-proven paths of the proper relationship be- 
tween free men and government. Only then will eternal 
verities bloom in their proper perspective. 

Only then will the representatives of American medicine, 
in their proper role as patriotic citizens, be in a position 
to set an honorable example for other patriots to be en- 
couraged and follow. Only then will there be a solution 
to the eradication of the morbid disease that has nearly 
consumed the vitality of the only really free nation on 
this globe. 

Palliatives are now useless. We must effect a cure. 
The only way that can be accomplished is to under- 
stand the cause and correct it. This cannot be done by 
force—only by recognition and application of psychotherapy. 
Healthy ideas must gently replace the diseased hallucina- 
tions of people within welfare states united in a single world 
government. 

It is imperative that discussions along these lines be 
given every consideration, not only by delegates to the 
A.M.A., but also by every physician and every citizen 
throughout this land. 

A. G. Brazey, M.D. 
Washington, Ind. 


Thank you, Dr. Blazey.—Ep1ror 
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Latest Reports From Doctors* 
On OS-Cal and OS-Vim 


(Oyster Shell Calcium) 


LEG CRAMPS STOPPED IN 
725 OUT OF 789 CASES! 


“Personal communications 


More and more doctors are finding 
that the betier assimilation of oyster 
shell calcium in OS-Cal and OS-Vim 
gives results within 72 hours in more 


than 80% of cases. 


This is a Frequent Statement: 


Many doctors say: "I have not 
experienced a single case of leg 
cramps in pregnancy since using 
OS-Cal (or OS-Vim) as a 

source of calcium." 


4 Forms Now Available 


OS-Cal may be prescribed in 3 
forms: OS-Cal Tablets with Vitamin 
D (500 U.S.P. units) ; OS-Cal Tab- 
lets with Vitamin D and Iron (10 
mg.) ; or Liquid OS-Cal with Vita- 


min D. 
a OS-Vim, the smallest complete OB 


tablet now on the market, provides 
oyster shell calcium plus vitamins 
and minerals required in pregnancy. 


Prove the better assimilation of 
oyster shell calcium yourself. Order 
direct or have your druggist obtain 


a supply. Samples and literature on 
request. 


MARION LABORATORIES 
Troost Ave. at 42nd St. 
Kansas City, Missouri 
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vitamin protection 
for the young child 


HOMICEBRIN 


(Homogenized Multiple Vitamins, Lilly) 


a pleasant-tasting, 
teaspoonful-dose form 


FORMULA 


EACH TEASPOONFUL (5 CC.) PROVIDES: 


1,000 units 
1.2 mg. 
Vitamin B,. (Activity Equivalent)......... 3 mcg. 
60 mg. 


IN BOTTLES OF 60 CC., 120 CC., AND 1 PINT 


Usually 1 teaspoonful daily. 


Bet AND COMPANY, INDIANAPOLIS 6, INDIANA, U.S.A. 
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Editorials 


What Cancer Patients Are Told 


A NuMBER of medical authorities strongly advocate 
that cancer patients should be told exactly what is 
wrong with them. Nevertheless, Fitts and Ravdin 
found that most physicians in their locality (Phil- 
adelphia) usually do not follow this advice. Their 
survey, reported in the J.A.M.A. for November 7, 
1953, was accomplished by sending a simple ques- 
tionnaire to about one-third of physicians in each 
of eight groups—radiologists, dermatologists, sur- 
geons, gynecologists, internists, psychiatrists, mem- 
bers of the American Academy of General Practice, 
and a nonspecialty group. Almost 70 per cent of all 
doctors replied that they usually do not tell a 
patient or that they never tell a patient that he 
has a cancer. Practice varied greatly in the dif- 
ferent groups. Thus, 94 per cent of dermatologists 
reported that they are usually or always frank with 
their patients, while the figure for radiologists was 
only 12 per cent. 

Fitts and Ravdin expressed the belief that derma- 
tologists are usually ready to talk about cancer 
with their patients because most skin cancers are 
relatively benign and have a favorable prognosis. 
The contrast of this attitude was presented as 
follows: 

“The fact that physicians treating visceral cancer 
usually do not tell may indicate that these physicians 
consider visceral cancer a lethal disease, despite the 
great amount of writing to the effect that visceral 
cancer is curable when it is treated early. It might 
be inferred, therefore, that if the cure rates for 
cancer improve significantly, many physicians will 
swing over to an affirmative view.” 

The authors admitted that their survey does not 
provide an answer to the perplexing problem of 
what to tell cancer patients. However, it did in- 
dicate a need for investigation of the mental and 
emotional reactions of cancer patients and how these 
reactions should be handled by the physician. 
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They summed up their own opinion with a quota- 
tion from an internist who commented: 

‘Most patients and almost all people who have 
discussed this problem with me have expressed a 
hope that they would be told the truth. Most 
families of patients, on the other hand, have actually 
asked that the patient not be told. In theory I 
believe that we should tell all patients except when 
there are definite reasons for not doing so. I think 
that those reasons need clarification. I do not 
know which patients I might make feel worse by 
telling, and, therefore, I do not know with con- 
fidence which patients to tell.” 

Fitts and Ravdin implied that the need for 
extensive study of this whole problem is magnified 
because of campaigns to educate the public about 
cancer. Thus they asked, ‘Can we inform the lay- 
man up to a point and still keep him from recog- 
nizing a positive diagnosis?” The need may be all 
the greater if these authors are right in their assump- 
tion that the physician’s inclination to be secretive 
with patients is indeed a reflection of an attitude of 
hopelessness toward cancer. If that attitude does 
influence the physician so powerfully in his handling 
of cancer patients, may it not have other more 
dangerous effects? 

A number of studies have shown that some part 
of the delay in diagnosis of cancers that are causing 
symptoms is a result of procrastination by the phy- 
sician. Is it possible that the doctor’s delay reflects 
his reluctance even to discover cancer because he 
feels that cancer is hopeless? 


Challenge and Opportunity 
FRoM time to time in recent years leaders in medical 
thought have publicly commended the American 
Academy of General Practice for the challenging and 
far-reaching program it conducts for the preserva- 
tion of the essential family doctor-patient relation- 
ship. All thoughtful observers have agreed that this 
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is the basic ingredient of an improved system of 
medical care. 

No one has more eloquently stated this concept, 
however, than Dr. Chester S. Keefer, special as- 
sistant for health and medical affairs to the Secre- 
tary of the Department of Health, Education and 
Welfare, in a recent address before the New York 
Academy of Medicine. 

“Greater emphasis on the family as a unit rather 
than as a composite of infants, school age children, 
industrial workers, and aged parents or relatives or 
as separate cases of tuberculosis, diabetes, heart 
disease, and mental ailments would go a long way 
toward improving the organization of health serv- 
ices as well as the health status of the family,” said 
this prominent government officer. 

He put clear emphasis upon the fundamentally 
important role of the general practitioner when he 
said, “The family doctor, of course, must be the 
center and the coordinator of these services.” 

**He must be the family health advisor and must 
provide the link between medical specialists and 
such community resources as public and voluntary 
health agencies,” said Dr. Keefer. “Lacking sound 
health counseling and continuing health super- 
vision, people will wait for pain or other symptoms 
before asking for medical service or care and then, 
in many instances, will go direct to a specialist who 
concentrates on the organ or disease which they 
believe, perhaps erroneously, to be the cause of 
their distress. When the practicing physicians of 
each community assume their full responsibility for 
leadership in the organization and integration of 
the specialists’ services and other health resources 
in the community, we shall have moved a long way 
toward meeting one of the most serious problems 
of the public’s health.” 

Such clear definition of the Academy’s aims serves 

‘only to emphasize the tremendous challenge and 
opportunity presented to the officers and members 
of the American Academy of General Practice. 


Eliminate the Negative 


One of the attacks that has regularly confounded 
loyal supporters of A.M.A. policies has been the 
criticism that the A.M.A. often adopts positions 
that are purely negative in intent. It has been hard 
for them to think of an answer to the critic who pro- 
claims that the A.M.A. is always coming out against 
something (compulsory health insurance, for exam- 
ple), and that it rarely has a constructive program 
to offer. 


For such critics, Mr. Roger Fleming, Secretary- 
Treasurer of the American Farm Bureau Federa- 
tion, has a good answer. He talked about it at the 
A.M.A.’s Sixth Medical Public Relations Confer- 
ence in St. Louis last December. 

Mr. Fleming pointed out that seven of the Ten 
Commandments start with ‘Thou shalt not,” but 
these Commandments are not thought of as a “nega- 
tive” document. They have too much positive po- 
tential for good. Then he went on to give another 
example—the story of the codling moths. It seems 
that down in the Shenandoah Valley, the apple 
farmers regularly spray their fruit with solutions 
that kill the codling moths. “But,” said Mr. Flem- 
ing, “they do this not because they’re against the 
worms produced by the codling moths. They do it 
because they are for good apples.” 

Mr. Fleming’s message has an obvious value, but 
it also contains a hidden warning. In order safely to 
apply his homely examples, the applicant must be 
ready to name some positive virtues that will result 
from a negative stand. The farmer can show his 
apples. Anyone who looks at good Shenandoah 
Valley apples soon forgets about codling moths. In 
like manner, anyone who would give strong support 
to some of the broad, general policies of the A.M.A. 
would do well to think and talk and plan mainly in 
terms of the health of the nation. If the farmer can 
do it, so too can the doctor. For every negative, 
there is a positive. To accentuate the positive is to 
eliminate the negative. 


Better Treatment of Diabetes 


In a searching appraisal of influences that interfere 
with good control of diabetes mellitus, Stearns em- 
phasizes the importance of three factors: emotional 
problems of the disease, the patient’s basic per- 
sonality, and the patient-physician relationship. His 
views, published in the New England Journal of 
Medicine for September 17, 1953, should help many 
physicians to adopt a more realistic attitude toward 
this disease—an attitude that will make physician 
and patient more comfortable in each other’s 
presence and that may make the difference between 
success and failure in treatment. 

With regard to the disease itself, Stearns notes 
that diabetes more often than not is asymptomatic. 
He adds: “Since relief of discomfort is not at stake, 
and since normal activity is usually possible, many 
diabetic patients, and perhaps their physicians as 
well, lack two important incentives to the main- 
tenance of good control.” Other difficulties in 
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FACROSS THE EDITOR'S DESK 


“This Patient Needed a Doctor” 


ACCORDING to a report by Dr. L. Edward Gaul, in 
this issue of GP, patients having contact dermatitis 
get into serious trouble with their skin disease more 
often because of overtreatment than for any other 
reason. For example, in 70 to 80 per cent of cases in 
which dermatitis became so severe that the patient 
had to enter a hospital, the trouble was self-induced. 
In a search for a quick cure of the original derma- 
titis, the patient would daub, rub, paint, and scrub 
his skin with one remedy after another. Some of 
the remedies were self-prescribed, some were foisted 
on the patient by well-meaning friends or relatives 
who posed as experts in just this kind of trouble. In 
other instances, one remedy after another was sold 
to the patient by a druggist on the basis of extrava- 
gant claims displayed on the labels of bottles and 
tubes. The outcome was that a simple dermatitis 
was aggravated by the irritating qualities of treat- 
ment, or it sometimes was replaced by a violent 
generalized disease resulting from reaction to one or 
more ingredients to which the patient became sensi- 
tized. 

A clear idea of the seriousness of overtreatment 
dermatitis is found in Gaul’s illustrative cases. This 


is often an expensive illness, and it sometimes leads 
to chronic disability or it may indeed threaten life. 
Quite justifiably, therefore, the author calls for a 
program to prevent these needless illnesses. 

Gaul’s program encompasses several fields. He 
would and does educate physicians in simple 
methods of treating contact dermatitis—methods 
that are likely to promote healing without risk of 
inducing disability in a nondisabling disease. He 
implies the need for drug manufacturers to reap- 
praise the skin remedies they sell—a reappraisal 
that would have in view the realistic labelling of all 
remedies and the elimination of ingredients that are 
notorious sensitizers. Most important of all, he 
believes that the public must be taught that self- 
diagnosis and lay-treatment of skin diseases is a 
deceptive and costly pastime. It increases hospital 
costs, burdens insurance carriers, and strains the 
family budget. Obviously, family physicians are in 
the best position to provide such education for the 
public. 

Maybe the doctor’s office should display a “‘be- 
fore-and-after” sequence of pictures that por- 
trays the bad effects of self-treatment of a simple 
dermatitis. The display might be captioned, ‘“This 
Patient Needed a Doctor.” —H* 


treatment arise from the fact that the requirements 
for good control are onerous, and because there is 
need for positive participation of the patient. Thus: 
“Diabetes differs from conditions in which allevia- 
tion or cure may be possible even when the patient 
remains completely passive.” 

Stearns warns that the general approach to pa- 
tients must be based on a recognition of variations 
in patient personality. A same-for-all technique 
hardly suffices for patients who range in make-up 
from the excessively dependent type to the type 
who is independent, intelligent, and self-reliant. A 
bad emotional problem can be worsened when the 
physician fails to acknowledge need for conces- 
sions and compromises in his mode of treatment. 

Some of the errors made by physicians in dealing 
with patients’ attitudes are catalogued by Stearns, 
as follows: 

1. Exhortatory and inspirational techniques that 
have value for a limited time only. 
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2. Derogatory comparisons of the patient’s be- 
havior with that of ideal (and usually mythical) pa- 
tients—a method that serves only to arouse resent- 
ment and really offers nothing constructive. 

3. Confrontation of the patient with discrepancies 
in his statements about weight, diet, and urine tests 
—the “‘calling-him-a-liar” technique which widens 
the gap between patient and physician. 

4. Reactions of anger on the part of the physician 
that only convince the patient of the physician’s 
unfriendliness. 

5. The physician’s more or less subtle implication 
that failure to comply with the minute details of 
treatment at all times will inevitably lead to disaster 
—a technique that frightens but does not help. 

In his further discussion of physician-patient re- 
lationships, the author states: “The psychologic 
objective of treatment should be the co-operation 
of the patient not through anxiety or fear of the 
disease or the physician, but rather through the 
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wish to be well and to gain the physician’s ap- 
proval.” To attain this objective, a physician must 
be sympathetic. He must show a quick recognition 
of achievements as well as errors and defections. 
He must provide encouragement, and “he must be 
aware not only that the stresses and strains of life 
affect the patient’s ability to persevere in treatment 
but also that important physiologic mechanisms 
contribute to poor control when set into operation 
by anger, fear, resentment, loneliness and dejec- 
tion.” 

All of Stearns’ essay is an appeal for better orien- 
tation of physicians toward diabetic patients. He 
concludes: ‘The fact that diabetes requires treat- 
ment for many years not only offers the physician 
a unique opportunity to fill an important supportive 
role in the patient’s life but even demands that he 
do so.” 


First-Rate Education 


**AN EDUCATED man knows what is first-rate . . . and 
the best-educated man knows the first-rate in the 
most important human activities.” This was the 
message of Sir Richard Livingston before the First 
World Conference on Medical Education last August 
in London. 

The only way to get to know the first-rate is by 
seeing it. “I imagine,” Sir Richard continued, “that 
the medical student will learn more by seeing a 
great surgeon at work or by going the rounds of the 
wards with a great doctor than all the textbooks in 
the world can teach him . . . People learn what is 
first-rate by contact with it ... Here is one reason 
why an education which ignores the humanities is 
disastrously incomplete.” 

This, we are glad to say, is the philosophy in 
which the program of the American Academy of 
General Practice is rooted. We agree with Sir 
Richard that the educated physician must know 
something about the material universe in which he 
lives and something about the other human beings 
who surround him. In other words, he must know 
science, and technology, and the humanities. If, in 
the process, he can acquire for himself a penchant 
for the first-rate, he is at least on the road to be- 
coming a superior person. 

We think that a pretty sound appreciation for 
the art of medicine is inculcated in the student 
through the preceptorship program now success- 
fully sponsored by so many medical schools. 

Any such device, which teaches the young medical 
student to see patients as whole people, with prob- 


lems of many kinds, is a step forward in the human- 
ities of medicine. When the preceptor can use his 
years of experience to offer the student wise and 
gentle counsel and to foster in him a sympathetic 
understanding of the people he meets, then the 
student is on his way to know the first-rate in the 
most important human activities, and to meet Sir 
Richard’s specification for the best-educated man. 


Everybody's Responsibility 


IN THEIR comprehensive review of untoward reac- 
tions to penicillin, in the American Journal of the 
Medical Sciences for October, 1953, Kern and Wim- 
berly wrote that this drug has become the common- 
est cause of drug allergy. It causes a large variety 
of reactions of which the most serious is anaphylac- 
tic shock. The number of cases of this potentially 
lethal reaction is increasing steadily and rapidly. 
Thus the authors noted that there were only two 
reported anaphylactic deaths in the first nine years 
of penicillin therapy. They contrasted this record 
with the sixteen deaths that were reported during 
the ensuing eighteen months. In addition, they 
mentioned other ways in which penicillin may cause 
fatal reactions—exfoliative dermatitis, polyarteritis 
nodosa, Jarisch-Herxheimer reactiens. 

Kern and Wimberly mentioned the possibility 
that widespread use of antihistaminics served for 
a time, perhaps still does, to minimize the impor- 
tance of penicillin sensitivity. However they empha- 
sized that these drugs are useless to prevent, mini- 
mize, or treat the severer reactions to penicillin. 
For such reactions, the authors outlined a program 
as follows: 

1. Avoidance of practice of giving penicillin for 
trifling infections. 

2. Avoidance of use of depot penicillin in pa- 
tients of allergic constitution. 

3. Avoidance of use of penicillin in combination 
with other substances for parenteral administra- 
tion. (Simultaneous injection of two foreign sub- 
stances is more likely to induce sensitivity to one or 
both of them.) 

4. Preference for oral route of administration as 
being least likely to induce sensitization. 

5. Simultaneous administration of ACTH or 
cortisone to sensitive patients who seriously need 
penicillin to treat an existing disease. 

In speaking of the first item in this program— 
avoidance of penicillin for trifling infections—Kern 
and Wimberly had this to say: “Current practice 
seems to be to give penicillin for a few days, and 
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then, if the temperature does not return to normal, 
to make a physical examination. All allergic indi- 
viduals should be instructed to ask their physicians 
to avoid penicillin except in case of a serious dis- 
ease. Yet, all too often, they are given penicillin for 
a common cold, and then find themselves sensitive 
when the drug is really needed in a pneumonia or 
for a serious wound. This is, above all, the responsi- 
bility of the general practitioner: he must Jearn that 
it is folly to shoot sparrows with a 16-inch gun.” 

This is good advice, but hardly “above all” the 
responsibility of the general practitioner. The fancy 
for heavy guns seems just as prevalent among 
obstetricians and surgeons and other specialists. 
Even the pediatricians use bigger guns (perhaps 8- 
inchers for smaller sparrows) than they need. No, 
it seems to be a responsibility to be shared by all 
doctors—none above the other. 


Pilonidal Sinuses of Mechanical Origin — 
In THEIR discussion of experiences with 449 cases 
of pilonidal sinus, Dwight and Maloy present the 
viewpoint that most of these lesions are not con- 
genital. In the New England Journal of Medicine for 
December 3, 1953, they state: 

“We have come to believe that most pilonidal 
sinuses develop in a similar manner and that there 
is practically never a hair-bearing epithelial lining. 
In many patients a congenital dimple of the skin in 
this area may be the point of origin. In the rest we 
can only surmise that some combination of stiff 
hair, tender or macerated skin, poor hygiene and 
possibly repeated trauma (as in the jeep driver) 
causes the initial penetration of the skin. Once an 
opening exists, the loose hairs that collect in the 
sweaty gutter between the buttocks seem to find 
their way into it, as we have seen in the recurrent 
cases and as we repeatedly see in all open cases 
during the healing period.” 

Other current theories hold that pilonidal sinuses 
are remnants of the neural canal or that they are 
due to an ectodermal inclusion resulting from mal- 
fusion of the two halves of the body. The denial of 
these theories leads to an important difference in 
the philosophy with which one approaches the sur- 
gical treatment of a pilonidal sinus. After all, if the 
sinus contains a hair-producing ectodermal lining, 
adequate treatment would have to include eradica- 
tion of all that lining—a difficult requirement in- 
deed. 

On the other hand, if Dwight and Maloy are 
right, it is unnecessary to excise the sinus tract pro- 
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vided that all hair is removed and a wound is made 
that will heal without irregularities. They find sup- 
port for this idea in their good results and in those 
of Buie with cases in which the cyst lining has not 
been removed. 


The British Are Adaptable 


AN ANALYsIs of conditions of general practice under 
the British National Health Service is recorded by 
Lister in the New England Journal of Medicine for 
November 26, 1953. According to that analysis, 
most family doctors are reasonably happy with 
their work under the Health Service. Indeed a 
considerable number of these doctors seem to like 
the new system so well that they do not want any 
fee-paying patients. Perhaps they are only being 
realistic, because private patients are now very 
much in the minority. 

Concerning doctor-patient relationships, Lister 
reported on the findings of a survey personally 
conducted by Dr. Stephen Hadfield, Secretary of 
the General Practice Review Committee set up by 
the British Medical Association. Lister wrote: 
*... Dr. Hadfield did not find any universal de- 
terioration in relations between the doctor and 
patient, but 32 per cent of the practitioners re- 
ported a tendency to be regarded as suppliers of 
medicine, rather than medical advisers. At about 
half the consultations he attended, he witnessed 
the shopping-list technic, whereby a patient called 
at the doctor’s on the way home from the grocer’s 
and asked for the drug store requirements of two 
or three members of the family.” Hadfield also 
found that most practitioners do about five visits 
an hour during their daily round of home calls. 
There were some other faster workers—one who 
made forty-four calls in 190 minutes. One thing 
seems sure: British patients and doctors won’t 


_ bore each other. 


Lister suggested that the weakest point of all 
in the Health Service is the gap between the gen- 
eral practitioners and the hospital service. In this 
connection he stated: “...the general practi- 
tioners were critical on many points: difficulty in 
the disposal of the chronic sick, particularly the 
elderly, and delay in the admission of tuberculous 
patients were common complaints. The increasing 
demand for hospital consultations has meant that 
a patient sent up to see a consultant is frequently 
seen by his deputy, who may be of junior status. 
Doctors also complain that increasing specializa- 
tion has resulted in the allocation of beds in small 
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batches to an ever-growing number of specialties, 
with fewer beds available for the general consultant, 
who kas himself become a ‘rare bird.’ ” 

Under conditions like these, it may be hard for 
American physicians to understand how doctors 
and patients alike can be happy with the British 
National Health Service. This is only because 
there is a tendency on the part of Americans to 
gauge opportunities for happiness by present-day 
American standards. We seem to forget that hu- 
mans are remarkably adaptable creatures. 


The Way to Refer 


Tuoucu the Congress of Delegates of the American 
Academy of General Practice and the Board of 
Directors have adopted numerous resolutions and 
motions pertaining to the subject of unethical surgi- 
cal practices, fee-splitting, and the harmful pub- 
licity that has resulted from public statements of 
certain medical spokesmen pertaining to such sub- 
jects, no brief statement of the official Academy 
policy was made until the Board of Directors was 
called upon to issue a statement for one of America’s 
leading magazines. The following statement was 
approved at the last meeting of the Board: 

The American Academy of General Practice is and 
always has been opposed to secret fee-splitting and other 
unethical practices. In a few localities where such 
practices do exist, there are very simple and effective 
means by which they can be eliminated. The public 
will be protected against secret fee-splitting, unneces- 
sary surgery, and exorbitant fees for surgery uf 
every family has a family doctor they know and 
can trust. Often the family physician will be com- 
petent to perform needed surgery himself. If a sur- 
gual specialist is needed, the family doctor knows 
which is best in the particular case and will be the 
family’s representative in the transaction. For this 
service he should and does receive a reasonable fee and 
hence there is no incentive for him to seek a kickback 
from some unscrupulous surgeon. A regular family 
doctor can alone protect the patient against unethical 
practices and the occasional outrageous fee a few 
surgeons sometimes demand. 

On a question with so many local ramifications 
and possessed of so many complex aspects, it is 
difficult to make a statement that will not be subject 
to erroneous interpretation. In an effort to be 
succinct, however. one may say that the above state- 
ment, taken with previous actions of the Board and 
Congress of Delegates, sums up to the following: 


(1) The secret division of fees between inde- 
pendent physicians participating in the care of the 
patient is deplored. 

(2) Combined billing is not unethical per se so 
long as the names of all physicians participating in 
the fee and the amounts received by each are clearly 
set forth on the joint bill. 

(3) The possibility for secret fee-splitting and un- 
ethical practices in joint billing is recognized and 
generally it is best for each physician participating 
in a case to send the patient a separate bill. 

(4) A general practitioner who originally works 
up a case, arrives at a final or tentative diagnosis, 
selects a specialist, and refers the patient to the 
proper specialist for further diagnosis or therapy 
has a moral and legal right to charge a reasonable 
fee for such service. He should explain this to the 
patient in the course of his referral so that the pa- 
tient understands he is expected to pay a sub- 
stantial sum for this valuable service in addition to 
the fee he will pay the specialist. 

An important practical consideration lends mean- 
ing to the theory behind these principles and at the 
same time offers a workable solution to interpro- 
fessional problems that may arise in connection 
with fees. 

When a general practitioner refers a patient toa 
specialist for therapy, he should explain to the 
patient that the surgical specialist’s procedure con- 
stitutes only one part of the total professional 
service involved in the diagnosis and treatment of 
his condition. He should proceed, then, to tell the 
patient that his fee for preoperative service, referral, 
and perhaps postoperative care will amount to a 
specified sum. The clincher, then, which protects 
both the patient and the referring doctor, comes 
when the general practitioner states that, “Dr. 
Blank’s fee for the surgery will be about (a specified 
sum).” 

When a general practitioner referring a surgical 
patient will take the few minutes necessary for this 
colloquy he renders real service to the patient, he 
cements his relationship with the patient, he assures 
himself of a substantial and reasonable fee for his 
services, and he obviates the chance for an excessive 
fee from the surgeon. Furthermore, any need for or 
temptation to split the surgeon’s fee is thereby 
eliminated. 

What happens when the surgical specialist 
charges a much higher fee than that mentioned by 
the family doctor? He doesn’t get any more referred 
cases. 
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REPORTS are encouraging on advances in the pains- 
taking search for an effective agent for providing 
active immunity against poliomyelitis. Dr. Jonas E. 
Salk, of the University of Pittsburgh, has success- 
fully demonstrated that a formalin-killed virus vac- 
cine, grown in monkey tissues, induces measurable 
amounts of antibodies for the three known strains of 
poliomyelitis viruses. These results in early experi- 
mental trials in human beings would indicate that 
these viruses follow the well-established laws of im- 
munology. 

Now it becomes possible to determine whether 
and to what extent the incidence of naturally occur- 
ring paralysis may be influenced by the vaccine. 
During 1953, the vaccine was tried in several hun- 
dred persons, including a group of 474 children. 
These preliminary studies indicate that the Salk- 
processed vaccine is safe and effective in producing 
demonstrable amounts of antibody. Furthermore, it 
is clear that a “booster effect” is obtained when a 
subsequent dose of antigen is administered. 

Clinical investigations are continuing, and it is 
essential for all practicing physicians to under- 
stand that these results are entirely preliminary. 
The work must go forward gradually and cautiously, 
and the public must not be permitted to panic the 
investigations by premature demands. If this agent 
is to be properly evaluated, a controlled study in- 
volving children in a restricted age group is neces- 
sary, to challenge the poliomyelitis vaccine against 
naturally occurring disease. 

The National Foundation for Infantile Paralysis 
is sponsoring field trials to achieve this evaluation. 
Between 500,000 and 1,000,000 young children 
will be vaccinated before the onset of the 1954 
poliomyelitis season. Nearly $7,500,000 has been 
assigned by the Foundation to purchase all the 
vaccine that can be made with available pharma- 
ceutical facilities between now and the time the 
vaccination will have been completed on or about 
June 1, 1954. This project was launched during 
February in various areas throughout the country. 

Vaccinations are being done in communities in 
which previous records indicate: (1) a high inci- 
dence of poliomyelitis during the past five years, (2) 
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a high epidemic rate from June through September 
during the past five years, (3) a high attack rate in 
the age group specified, (4) adequate health and 
education facilities, (5) socioeconomic factors, 
geographic location, etc., to provide a significant 
cross section study. 

Each child will receive three injections of 1 ce. 
each of the vaccine—the first two doses at weekly 
intervals, and the third or booster injection four 
weeks later. These injections will be given in the arm. 

The vaccine to be used in this nationwide pro- 
gram will come from several sources, some being 
produced by Dr. Salk in the University of Pitts- 
burgh laboratories. Most of it will be produced by 
pharmaceutical manufacturers according to Dr. 
Salk’s formula. The pharmaceutical houses have 
pledged their support and co-operation to the 
National Foundation for Infantile Paralysis in set- 
ting up production facilities for the manufacture 
of the vaccine. 

Before administration to any child, each batch 
of vaccine will undergo a triple safety test, one 
being done by the manufacturer. A similar test will 
also be done by Dr. Salk, and a third will be made 
by the Biological Standards Division of the Na- 
tional Institutes of Health, which licenses and con- 
trols the manufacture of all biologic preparations. 
Local health officials will be charged with responsi- 
bility for the program, and local physicians will ad- 
minister the injections. Volunteers from the Na- 
tional Foundation’s 3,100 chapters will help in 
organizing and manning the study in local areas, 
and other interested groups are expected to partici- 
pate in this broad project. 

The results of the effectiveness of the vaccine will 
not be known until some time in 1955. Then, and 
only then, if effective results of the experimental 
vaccine are demonstrated, will the material become 
commercially available for inclusion in our standard 
immunization programs. 

The co-operation of all physicians will assist 
greatly in making this immunization project a suc- 
cess. Certainly a proven effectiveness of the Salk 
vaccine is the dear hope of all of us. 

—Freperic G. Burke, M.D. 
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Typical Cases of 
Therapeutic Dermatitis 


Color illustrations from 
White Laboratories, Inc. 
Kenilworth, N,. J. 


Therapeutic dermatitis resulting 
from application of a sulfonamide 
ointment. 


Therapeutic dermatitis due to use 
of a chemotherapeutic ointment. 


Therapeutic dermatitis caused by 
application of a mercury ointment. 
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BY L. EDWARD GAUL, M.D. 
Evansville, Indiana 


Seventy per cent of patients with contact dermatitis had to be hospitalized because of cutaneous and general 
effects of overtreatment. Self-diagnosis and self-treatment disabled these people. Drug manufacturers have shown 
little disposition to remove sensitizing medications from the market, and they are supplying physicians and 
pharmacists with skin remedies that contain a too high ratio of irritating and sensitizing ingredients, The 

family doctor should make an inventory of all remedies used by patients having skin diseases. This may disclose 


why a dermatitis has persisted. 


OVERTREATMENT or therapeutic dermatitis results 
from the application of skin remedies whose de- 
clared actions are not true. Trivial skin rashes, irri- 
tations, and other minor injuries are made worse by 
the treatments they receive. Onset cutaneous in- 
flammations become sites of sensitization dermatitis 
by the use of antiseptics, germicides, and disinfect- 
ants, aided by occlusive adhesive tape dressings. 
Spreading and flaring of rashes and irritations re- 
sults from the applied medicines. What is more, the 
cutaneous symptoms are heightened; a little itch 
becomes a severe one. In addition, dermatologic 
signs are worsened. Erythema becomes complicated 
by edema; tiny vesicles become bullae. Pustulation, 
with lymphangitis and adenopathy, is an everyday 
sequel. Most important, a dermatitis requiring sev- 
eral weeks to heal is converted into one requiring 
months. An anticlimax to the mounting costs of 
hospital-medical care is the large number of pa- 
tients who must enter the hospital because of an 


explosive and universal dermatitis from drugs used 
on the skin. 

In 1945 it was stated that the simple expedient of 
the past-treatment patch test would lessen the inci- 
dence of overtreatment dermatitis, thereby avoiding 
unnecessary disability and even needless hospitali- 
zation. At this time it was pointed out that people 
were daubing all classes of skin lesions with rem- 
edies that were producing unbelievable overtreat- 
ment disabilities. A student nurse had to give up 
her training because she acquired an organomer- 
curial sensitization from an antiseptic supposed to 
prevent infection in a trivial burn from bacon grease. 

During 1946 over 400 dermatologic patients re- 
ceived past-treatment patch tests with the skin rem- 
edies applied before their initial visit. Patients 
brought their remedies to the office or hospital in 
market bags, satchels, bushel baskets, and suitcases. 
They had used that many. Forty per cent of these 
patients (160 cases) showed positive patch test re- 
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actions to one or more of the remedies used. 

The number of salves, lotions, and tinctures ap- 
plied bore a relation to the acuteness of the derma- 
titis. Some patients switched therapies every hour. 
If the dermatitis was chronic, they brought in doz- 
ens of remedies. 

The ingredients in skin therapies producing re- 
actions were the organomercurials in fifty-six cases 
(35 per cent), phenol in twenty-two cases (14 per 
cent), local anesthetics—‘‘caine compounds”—in 
twelve cases (8 per cent), and tars and derivatives in 
sixty-nine cases (43 per cent). 

In 1948 past-treatment patch tests were carried 
out in 202 cases of contact dermatitis due to plants. 
One hundred fifty-two patients had applied a rem- 
edy or remedies that caused acute complications, 
and certain chemicals in these changed an acute 
dermatitis into a chronic one. This is an incidence 
of 75 per cent. Again the organomercurials and local 
anesthetics headed the list of therapeutic sensitizers. 
Now the antihistaminics are competing for their 
rating. Twenty-four of the cases with reactions from 
the use of rhus antigens were not listed in this inci- 
dence. Such extracts are considered dangerous. 

When the lay-diagnosis of a skin complaint is 
made, people can choose at the counter at least 106 
remedies for dermatitis pedis and 114 different 
remedies for poison ivy. The availability of a large 
number of drugs for one disease usually indicates 
that knowledge is lacking. 

A still later report on overtreatment dermatitis of 
the hands disclosed that 40 per cent of the patients 
had applied a remedy to a slight irritation on one or 
several fingers, followed by spreading to one or both 
hands. A generalized dermatitis from therapeutic 
agents rubbed on the hands caused eleven patients 
in this series to be hospitalized. These statistics are 
evidence that approximately 50 per cent of the 
people who develop some skin complaint, often 
trivial, apply remedies that worsen the onset lesions, 
induce unnecessary spreading and other needless 
complications. A fault in our programs of disease 
prevention is plainly evident. 


Lane concurs that therapeutic or overtreatment 
dermatitis is today a prevalent and often disabling 
cutaneous disturbance, and that agents used in 
therapy have caused more visits to the dermatolo- 
gist than any single skin disease. Pillsbury, too, has 
stated that physicians are prone to employ a stag- 
gering number of complex chemicals in the treat- 
ment of the diseased skin, and that these chemicals 
frequently interfere with the return of the skin to 
normality, and often cause the skin to react vio- 
lently. 


Hospital Incidence 


During the last two years, eighty-six dermatologic 
patients were admitted to the Baptist Hospital, 
Evansville, Indiana. The most common dermatosis 
requiring admission is shown in Table 1. Contact 
dermatitis accounted for fifty cases (58 per cent of 
all the admissions). Dermatoses incapacitate like 
other illnesses. A person is frightened to see a der- 
matitis spreading, especially near the eyes. Evidence 
that his entire skin is breaking out causes greater 
apprehension. 

The data in Table 1 reveal a critical situation. 
Contact dermatitis was not only the most common 
dermatosis in the hospital, but it was consistently 
overtreated. Proprietaries purchased by the public 
readily converted a small patch of contact derma- 
titis into a spreading or generalized dermatitis 
(Table 1, Direct Admissions from Office). 

Proprietaries used by people before they saw 
their physicians and/or the prescriptions recom- 
mended by these physicians rather consistently did 
not benefit the dermatitis, or sudden exacerbations 
prompted referral. Apparently, drug manufacturers 
have provided therapeutic agents which all too com- 
monly make dermatologic patients worse instead of 
better (Table 1, Referred for Admission by Physicians). 

In consultations, eight out of nine in-patients had 
a remedy on their skin that was making the initial 
dermatitis worse (Table 1, Consultations In-patients). 

These findings are evidence that the advertised 
actions and uses of dermatologic proprietaries are 


Table 1. Incidence of overtreatment of contact dermatitis.* 


referred for 
admission by 
physicians 


Cases showing positive past-treatment patch tests........... tenes 


45 
30 


22 


*Seven patients refused past-treatment patch tests. 
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not very reliable. An era of brilliant therapeutic ad- 
vancements seems to be producing a steadily in- 
creasing residual of acute and chronic dermatitis. 
To avoid the induction of overtreatment dermatitis, 
the author has practically given up the use of pro- 
prietaries, preferring simple remedial agents com- 
pounded by the pharmacist. Prescriptions for these 
will appear at the end of this report. 


Diagnosis of Contact Dermatitis 


Every patient in whom contact dermatitis was 
suspected was placed on a carefully controlled regi- 
men. Personal effects, cosmetics, soap, clothing, 
and shoes were removed from the room. Rubber 
sheets were taken off the beds. A colloidal bath 
(rolled oats or Aveeno, 4 cups to the tub) was the 
next step. Crusted, weeping, vesicular, pustular, or 
bullous areas were treated with poultices (1 cup 
cream-of-wheat cooked to make a thick paste), or 
with compresses (saline or Burow’s solution) for 
twelve hours. These agents promoted drainage and 
freed the skin from sundry medications. 

A bowl of cornstarch containing a piece of gauze 
for dusting the skin was placed at the bedside. This 
satisfied the “‘put something on it impulses” of the 
patients. The amount of cornstarch used was amaz- 
ing. A little dusting was never enough. They cov- 
ered themselves with it and some used it on their 
heads. 

The next procedure was to sheath the affected 
skin in stockinet. It covered the hands and feet if 
these areas were involved. The patients were not 
molested further. Daily inspections were made by 
rolling the stockinet up or down. 

Skin symptoms—itching, burning, and so on— 
presented no indication for the use of remedies to 
relieve itching. An ice bag, compress, or poultice 
safely controlled them. The only itching problem 
was a patient addicted to phenobarbital. 

Vigilance was necessary to prevent relatives or 
friends from bringing a pet jar or tube of some heal- 
ing balm to help things along. People refer to these 
activities as “between treatments.” They think they 
are aiding the doctor. Hospital lotions and alcohol 
were kept out of the room. Bathing was not per- 
mitted. A basin of water and a wash cloth took care 
of essential cleaning. 

An internist examined every patient. Other con- 
sultants were called, including dermatologist col- 
leagues, in the difficult cases. Routine laboratory 
tests were supplemented by special examinations, 
including mycologic studies when indicated. 
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As soon as the acute symptoms and signs had 
subsided, the patients were discharged. The same 
regimen was continued at home until the skin was 
well. Cotton pajamas were worn. If the hands were 
the primary sensitization site, gloves were worn; if 
the feet, cotton socks and all-leather sandals. 

Each patient was instructed to watch for the onset 
of sweating. The appearance of thermal and/or psy- 
chic sweating marked the final stages of involution. 
The issue that determined the final diagnosis was 
the involution time. This averaged two to three 
weeks in most of the cases. Some required a month, 
and others two months. 

At the time of final discharge the tentative or eti- 
ologic diagnosis was discussed with each patient. 
The diagnosis would prove itself correct only if the 
skin remained well. A recurrence was the signal for 
the patient to telephone his physician. Seeing an 
onset eruption with a duration of twenty-four hours 
or less offers a better opportunity to make an eti- 
ologic diagnosis than seeing the eruption days, 
weeks, or months following its onset. Most impor- 
tant, the patient does not have time to initiate a 
superimposed overtreatment dermatitis. 

This program has proven eminently successful in 
finding the etiologic diagnosis in contact dermatitis. 
Three conclusions were drawn: (1) Symptoms pro- 
duced by the skin are relieved best by eliminating 
exposure to irritants and sensitizers. (2) Signs 
quickly subside with simple protective procedures. 
(3) Current dermatologic proprietaries are not indi- 
cated for the symptoms and signs of contact der- 
matitis. 


Aggravating Chemical Agents 


Supplementing the usual history was a survey of 
treatment the onset dermatitis had received. The 
patients and relatives were asked to search the 
house, family car, and garage for salves, lotions, 
powders, etc. They returned with bags and baskets 
filled with medicines. The sequence of application 
of the skin remedies, when correlated with positive 
past-treatment patch tests, disclosed that various 
prescriptions and proprietaries caused spreading of 
the eruption, and the sudden appearance of general- 
ized, secondary sensitization signs. 

Finding the specific sensitizing therapeutic chem- 
ical was difficult in some of the cases because the 
past-treatment patch test reaction was produced by 
a prescription. If ten remedies had been applied, 
usually a number of positive tests were obtained, 
one or two proprietaries supplemented by one or 
several prescriptions. 
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These findings reveal that manufacturers are so 
eager to spread the use of their discovery that wide- 
spread crossfiring is occurring on the skin. The base 
in a cosmetic produces the primary sensitization. 
The use of an antibiotic containing the same base 
provokes a severe dermatitis. These events may also 
be reversed. A soap manufacturer proclaims a new 
and wonderful germ killer in his soap. Exposure to 
the germicide and resulting sensitization paves the 
way for subsequent cross-sensitization from the 
same or similar chemicals in cosmetics and thera- 
peutic agents. 

Two patients in the series with contact derma- 
toses were taking cortisone at the time of admission 
to the hospital. The dermatitis had started on their 
feet, and the etiologic diagnosis was coated shoe 
linings and/or rubber adhesives. The cortisone had 
not lessened or relieved their susceptibilities to 
footgear materials. Preventing exposure to these 
materials was followed by a prompt involution of 
their dermatitis. 

The promiscuous use of this powerful and valu- 
able drug for a dermatitis that requires an etiologic 
diagnosis instead of medication is a highly hazard- 
ous promotion. Chloramphenicol was frozen on the 
drugstore shelves by its indiscriminate use in minor 
illnesses. A similar fate may await cortisone if manu- 
facturers persist in promoting its use for contact 
dermatitis. The therapeutic chemicals producing 
sensitization dermatitis so severe as to require hos- 
pitalization are listed in Table 2. 

Isolated reports of sensitization to this or that 
medication have not aroused much concern; but 
when a series of cases are recorded, sensitization to 
skin remedies becomes a major cause of serious dis- 


Table 2. Therapeutic agents producing hospitalization of 
contact dermatitis.* 


ammoniated mercury... 4 
Local anesthetics 
benzocaine......... 5 
3 
Unknown prescriptions.... 7 
Antihistaminics 
Thephorin........... 2 


*This proprietary was promoted by window displays and posters 
at cash registers in stores. It is declared to be soothing, to relieve 
itching due to physical agents, insect bites, contact dermatitis and, 
as usual, minor irritations. It incapacitated a farmer for three weeks, 
caused a bullous patch-test reaction. In another patient a dermatitis 
of the hand and face developed after she applied it to the feet of 
her little boy. It was applied to relieve the itching of a supposed 
athlete's foot. 


ease. One therapeutic agent producing sensitization 
dermatitis would not arouse much concern; but 
when many therapeutic agents produce it, the num- 
ber of patients so sensitized becomes significant. 

Thirty-five cases out of fifty had positive evidence 
of sensitization from topical medications. If the 
seven patients not tested had agreed to past-treat- 
ment patch tests, this number would have been 
greater. In only eight cases was there no historical 
or past-treatment patch test evidence of therapeutic 
sensitization. Three patients were hospitalized be- 
cause of reactions from rhus injections for treatment 
of acute rhus dermatitis. If to the above thirty-five 
cases of therapeutic dermatitis were added four 
cases of urticaria from penicillin injections, one 
exacerbation of nummular eczema from benzocaine 
in Caligesic, one case of exfoliating dermatitis from 
treating psoriasis with cortisone, one phenobarbital 
addiction, one erythema nodosum from phenol- 
phthalein, there is a grand total of forty-three cases 
out of eighty-six skin patients hospitalized with re- 
actions from either topical, oral, or parenteral use 
of drugs. 

The steps by which a patient with contact derma- 
titis becomes a candidate for hospitalization will be 
pointed out in the following reports of four cases. 
The experiences related are patterns for the entire 
series. 


Reports of Cases 


Case 1. A white woman, aged 23 years, was seen 
for a widespread, patchy, vesicular dermatitis. The 
groins and thighs showed the most severe involve- 
ment. The patches were edematous, bright red, and 
oozing. She wore a diaper made from a turkish 
towel to absorb the serum. There was no history of 
atopy or previous skin diseases. 

Merthiolate had been used as an antiseptic for her 
four deliveries, and had also been used for an appen- 
dectomy in June, 1952. While she was in the hospi- 
tal, the weather had been hot and humid. A rash 
appeared over the back. Soon after she left the hos- 
pital, she noticed an itching of the cleft between the 
right buttock and thigh. Her husband decided it 
must be a little infection. He painted the site with 
Merthiolate. During the succeeding weeks, the 
itching and redness would leave and then return for 
no apparent reason. The family changed the diag- 
nosis with each recurrence, and they also changed 
treatments. The remedies purchased are shown in 
Figure 1. 

The third recurrence was associated with a little 
spreading and a slight ooze appeared. Toward the 


GP ¢ Volume IX, Number 3 


= 
ihe 

| 

| 

| 
| 
eek | Organomercurials Miscellaneous 

38 


end of the sixth recurrence, a rash appeared in the 
right groin, and her entire skin felt irritated and 
itched. 

Five months after the onset and when the initial 
dermatitis had worsened and spread, a physician 
was called. A clinical diagnosis of fungous infection 
was made and remedy 7 was prescribed, a popular 
fungicide sold over the counter. Upon application, 
burning began, followed by waves of itching—of in- 
describable intensity. Bleeding scratch marks con- 
firmed this. Every red spot seemed to raise up and 
discharge a limpid serum. The physician when in- 
formed of this immediately called a consultant. 
Remedies 9 and 10 were advised. The appearance of 
weeping patches on the face, torso, and extremities 
aroused such apprehension that a third physician 
was called. Office management was tried, but the 
severity of symptoms and the profuse weeping 
necessitated hospitalization. 

Past-treatment patch tests were done as soon as 
the weeping ceased. Remedy 7, Desenex, produced 
a 4-plus reaction, a miniature of the presenting der- 
matitis. A hand lotion, remedy 3, produced a 2-plus 
reaction. The positive tests coincided with the 
treatment results, worsening of the rash after using 
remedy 3 and the explosive flareup after using rem- 
edy 7. Powdered Desenex caused no reaction. Ap- 
parently, the vehicle for Desenex is the same as 
some ingredient in the hand cream. The rest of the 
remedies produced negative results. 

Patch tests with elastic from a pair of panties and 
with the rubber bed sheet produced 4-plus reactions 
with a slight flare. The cause of the contact derma- 
titis was rubber. Recall the rash on her back when 

‘in the hospital in June, 1952. This was due to the 
rubber sheet. 

Comments. In this case ten remedies were used 
for a rash due to rubber. Remedy 1 (Merthiolate) 
was used to dry up the rash. It is an antiseptic, yet 
this patient did not have an infection. It is also a 
first aid remedy. The latter implies measures car- 
ried out by laymen while a physician is getting 
there. The doctor arrived five months later. The 
public uses antiseptics for any and all injuries and 
skin diseases. 

Remedy 2 (tincture of benzoin) has a fantastic 
array of actions and uses. Its chief action in contact 
dermatitis was more irritation, and it accomplished 


Figure 1. These remedies were used for the treatment of 
contact dermatitis due to rubber. They failed to fulfill 
their pharmacologic claims, and the result of their use 
was eventual hospitalization for a generalized dermatitis. 


this by teaming up with rubber. (Is the public able 
to differentiate scabies, inflammation, and eczema ?) 

One day the rash itched more than usual. By 
chance the patient looked at the claims on a tube, 
remedy 3, of hand cream. This was declared to 
soothe, cool, and relieve itching. It was smeared on 
with massage. The rash steadily worsened. Another 
batch of claims were disproven. 

Next an old standby was purchased, remedy 4 
(Cuticura). It would soften the rash, kill germs, and 
heal if soap (remedy 5) were used too; all would be 
gentle and pleasant. The two did neither. The 
manufacturer assumed that she could differentiate 
between blemishes and irritations. 

Remedy 6 (Noxzema) portrays another batch of 
actions and uses. Chemical composition seems un- 
important; the label lists only the claims. They were 
disproven for a rubber dermatitis. 

When the rash began to spread, she was fright- 
ened. The family agreed that a physician had to be 
seen immediately. Lay-diagnoses and lay-treatments 
delayed for five months the final diagnosis in this 
patient. 

The total cost of delayed diagnosis and over- 
treating is presented in Table 3. There is no ac- 
counting of the physical suffering. The psychic 
anguish was tremendous. When the remedies failed 
one after the other, a friend said, ‘Her nerves were 


Table 3. 
days in hospital insurance personal medical grand total 
hospital expense coverage expense fee expense 


-18 $251.75 $140.00 $111.75 $54.00 $305.75 
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Figure 2. Self-diagnosis and self-treatment of a minor skin 
irritation produced a universal overtreatment dermatitis. 


bad; sort of a mental rash.” What a thing for a 
young girl to endure! The medical fee was only 21 
per cent of the total cost. The family income is 
based upon an hourly wage scale for production 
workers. A loan company was asked to meet the 
personal liability for the hospital expense. 

Case 2. This patient typifies a common geriatric 
problem. The old skin when injured, irritated, and 
sensitized is slow in recovering. She was 79 years 
old, deaf and disorientated. Early in the spring she 
was tending her roses. Later in the day she noticed 
an irritation on the left leg. She thought it might 
be due to a thorn scratch, maybe an insect bite, but 
her daughter was sure it was poison ivy. On second 


Figure 3. Self-diagnosis and self-treat- 
ment produced a generalized dermatitis 
and sensitization to “‘caine” compounds. 


thought the insect spray might have caused it. To 
make sure nothing happened, the daughter picked 
some night shade and squeezed the juice on the 
irritated site (Figure 2, remedy 1). She knew for 
certain that this treatment always killed out any 
and all weed infections. 

Before retiring and to rest assured that no 
spreading would take place, the patient rubbed on 
some home-made liniment (not shown). During the 
night itching set in and it seemed to lodge in her 
bones. The daughter applied two salves during the 
night (remedies 2 and 3) and gave her mother two 
sleeping pills. The son heard about it the next 
morning and came over with remedy 4. By now 
the irritation was spreading so an antiseptic (rem- 
edy 5) was daubed on the entire leg. This would 
keep the infection from spreading. Still the irrita- 
tion worsened so four more remedies were applied 
(6, 7, 8, and 9); two of which were stored pre- 
scriptions. 

Three physicians were visited in rapid succession, 
and three remedies were advised (10, 11, and 12), 
but along with these, the patient on the sly kept 
using remedies 2 and 5. The family and neighbors 
concluded that the doctors were not helping her so 
finally another preparation (remedy 13) was pur- 
chased. 

At this stage the dermatitis involved the right 
leg and thigh, the right forearm, and both hands. 
A fourth physician removed all medicines from 
her skin and bandaged the involved areas with 
stockinet and gauze. It took five weeks for her skin 
to heal. She was partially disabled for three months. 
Patch tests with the remedies proved the etiology— 
overtreatment dermatitis. 

Comment. In this patient, one sees relatives, with 
the best intentions, guessing at a diagnosis so that 
they can apply a remedy. A little injury fell under 
the spell and blandishments of folklore care. 

Case 3. This man, in his late fifties, runs an 
important business and has a degree from a uni- 
versity. His hobby was gardening. Every summer 
he noticed a trivial irritation on the backs of the 
hands and wrists. Calamine lotion always took care 
of it. Last summer the irritation returned. In his 
desk drawer was a little tube of salve that a friend 
had given him. The friend declared that it was the 
best thing he had ever used for itching piles. He 
decided to try it (Figure 3, remedy 1). 

The first thing he knew the irritation started to 
weep. Forthwith two more remedies (2 and 3) were 
daubed on. His wife was most disturbed by the 
appearance of his hands. She phoned a friend and 
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described in detail the nature of the eruption. The 
friend operated a dairy farm. Without any ques- 
tion, the breaking out was the same that cattle get 
on their udders. A veterinarian had prescribed an 
udder salve that cured this overnight. The friend 
hopped in her car and in a few minutes delivered 
the udder salve (remedy 4). His wife rubbed it in 
thoroughly with verbal assurances that at last they 
had found the right stuff. 

Twelve hours later the eruption looked angrier 
than ever. Some friends visited them the same 
night. One look and they knew what would do the 
trick. They left momentarily to get another remedy 
(5). This had been prescribed by the best doctor in 
the city. Unfortunately, it contained the same 
local anesthetic that was present in remedy 1. 

The patient stated that after he used remedy 5, 
the eruption “‘seemed to take off.” It spread all over 
him within hours. The hands were oozing terribly. 
Yellow crusts kept forming. The patient called this 
rosin and tried to remove it with two additional 
preparations (6 and 7). Number 6 was a solution of 
a detergent, and number 7, equal parts of gasoline 
and water. Finally the family doctor was called. The 
patient was on his way to the hospital—an emer- 
gency case. 

Comment. The patient spent eleven days in the 
hospital; the time lost from his business was six 
weeks. He is now exquisitely sensitive to procaine. 
Inadvertent use of this drug may not only produce 
a severe systemic reaction, but could prove fatal. 

Case 4. This patient who is in his late sixties, is 
a retired businessman. During his active life he 
amassed a large fortune. He had never been ill. 
Three years ago an irritation developed on his left 
hand. He could not recall if it began under his 
large diamond ring, on the palm, or under his 
wrist watch. He did recall that he treated it himself 
for over a year. Several store managers told him, 
“We have nothing new to sell you.” 

Gradually he began to doubt if he could get rid 
of it himself. At least ten physicians were visited, 
including specialists in allergy and dermatology. 
While under the care of physicians, he continued 
to search papers and magazines for new remedies. 
Purchases were made in the hope of assisting the 
physician caring for him. 

When he reached the author, he was applying a 
shaving cream. When asked about this, he replied, 
“It says right on the tube that it soothes and heals.” 
His feet and legs, hands, and forearms looked like 
raw beef. In the hospital an exhaustive study was 
made to find some systemic disease to account for 
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Figure 4. Self-diagnosis and self-treatment 
produced a chronic disabling skin disease. 


the severity of his dermatitis. All examinations and 
all indicated tests were normal. 

A nephew carried in a half bushel of remedies. 
They were placed on a table and Figure 4 was 
obtained. The patient and relatives freely admitted 
that they had thrown away four times this number 
of medicines. Daubing trivial skin irritations has 
many degrees of folly, but this is the worst I have 
ever encountered. His continuous search for a rem- 
edy that would prove effective, produced only 
one good remedy, whiskey. It made him indifferent 
to the symptoms, the appearance of his skin, and 
his disability. 

Comment. Self-treatment may have permanently 
disabled this patient. Three of the remedies which 
are displayed in Figure 4 contained powerful skin 
sensitizers. 

These brief histories are an insight into what 
people are doing to their skin. Guesses, ideas, and 
gossip about the nature of cutaneous symptoms 
and signs are uniformly admixed with a wide choice 
of chemical applications. People buy skin remedies 
loaded with irritants and sensitizers with the same 
ease that they buy groceries. Seeing the results 
from daubing the skin has often brought up the 
questions which appear at the bottom of the fol- 
lowing page. 

If the answers to this questionnaire are sent to 
the author, the replies will be tallied and the final 
results made known. Several decades ago our col- 
leagues struck out against potion swallowing. A 
reformation resulted. A similar stand is needed 
today to free the skin of therapeutic irritants and 
sensitizers. 
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CONTACT DERMATITIS OF THE SCALP 


Management entails removing the hair prepara- 
tions that have produced the symptoms and signs. 
A raw egg shampoo is advised. This is done by 
beating two whole eggs, wetting the hair with warm 
water, massaging the beaten eggs thoroughly into 
the hair, and then rinsing out with lukewarm water. 
A vinegar rinse may be used—one teaspoonful to a 
quart of water. As the hair is drying, brush and 
comb thoroughly. For the first week or two the 
following prescription is used: 


Sig: Apply with dropper to scalp before retiring. 
(Cost to patient—about 75 cents.) 


CONTACT DERMATITIS OF OTHER AREAS 


Aveeno is used instead of soap. The following 
prescription is recommended: 


Zinc oxide powder 

Neocalamine powder 

Bentonite solution 10% 

Olive oil 

Sig: Apply once or twice daily 

(Cost to patient—about one dollar.) 

Directions for pharmacist: Use boiling water to make Bentonite 

solution. Let stand twenty-four hours. Use a mixer when preparing 
the cream, mixing the first three ingredients, adding olive oil last. 


Prevention of Overtreatment Dermatitis 


Contact dermatitis is by far the most common skin 
disease confronting physicians in general practice. 


It is basically an injury to the skin by some chemical! 
agent. The injury manifests itself by symptoms 
(itching and burning) and signs (redness, edema. 
vesicles, and so on). The chemical injury, that is, 
the etiology, may be obvious—fishing, picnicking, 
and poison ivy—or the detection of the etiology 
may be difficult or may defy the most painstaking 
searches. 

Failure to know the cause is no deterrent to the 
successful management of contact dermatitis. 

The single most important step is to shield the 
skin from further exposure to the contactant. This 
is easily achieved by cotton pajamas, gloves, socks, 
and all-leather sandals. Protecting the skin from 
further irritation is the best way to relieve the 
symptoms. If wool makes the skin itch and break 
out, one does not prescribe an antipruritic and tell 
the patient to button the sweater tighter. Taking 
off the sweater permits throwing away the anti- 
histaminic. 

The principles advocated for the management of 
contact dermatitis in the hospital apply also to 
office cases. The prescriptions listed above have 
been used for many years. They are easily com- 
pounded by the pharmacist. Every ingredient in 
these prescriptions is known to the physician and 
pharmacist. 

They provide a protective dressing for an irritated 
skin, and are useful only up to the point of actual 
healing of the dermatitis. 


A bibliography accompanying this article.is available upon 
request from the Editorial Office of GP. 


Questionnaire for the Readers 


1. Is the use of an antiseptic for six months a first-aid procedure? 


2. Are people able to diagnose infection? ........ 
3. Do they understand secondary infection?....... 


4. Do they know how to prevent infection? . 


5. Can they diagnose fungous infections? (Laboratory proof is essential.) . 
6. Can they differentiate rashes, irritations from specific or nonspecific infections? . . 


7. Do they appreciate the significance of skin symptoms as aids in the diagnosis of 


8. Do physicians approve lay-diagnoses and treatment for any diseased organ of 


9. Is delaying the diagnosis of any benefit to the patient?............seeeeeees 
10. Is public daubing of skin symptoms and signs a blight on health programs?... .. 
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Che Coroner’s Office and the Family Doctor 


BY JAMES E. REEVES, M.D. 
San Diego, California 


The coroner’s office affords practical experience in correlation of clinical data with post-mortem examinations. 
It is greatly to the general practitioner’s advantage to keep a lively interest in the post-mortem examinations 
in his community. He can do this by close affiliation with his local coroner's office. In this way he is in a better 
position to serve his community, his patients, and his own medicine. 


THE purpose of this paper is to call attention to 
the importance of the coroner’s office to the family 
doctor. It is believed that data can be presented to 
show that there are available to the family doctors 
of America large amounts of interesting and in- 
structive pathologic material which can be better 
used to improve the teaching and the practice of 
medicine in all communities, large and small. 

It is further believed that closer affiliation be- 
tween the general practitioner and the coroner can 
lead to more accurate and more scientific diag- 
noses and improved medical statistics. In some in- 
stances it may alert physicians and health officers 
to the presence in the community of obscure or 
unusual diseases that are a threat to public health. 

By definition, the coroner is an officer who in- 
quires into the circumstances of sudden, unex- 
plained, or accidental death. English history, as 
early as 925 a.D., mentions the coroner and his 
work, and the title is probably derived from crowner 
or coronator, because the coroner represented the 
crown in all cases of interest to the throne, whether 
it was taking possession of treasure found, or in- 
vestigating rape, mayhem, or death. During the 
early periods of English history, the coroner com- 


bined most of the present-day functions and serv- 
ices of the coroner, public administrator, and 
sheriff. 


Coroner's Autopsies 


To show the large volume of material available, 
in 1949, 21,484 cases were investigated by the cor- 
oners of the fifty-eight counties of the state of 
California, but only two of the fifty-eight coroners 
are listed as being doctors. These coroners directed 
that a total of 13,446 autopsies be done on these 
cases (62 per cent). This autopsy percentage com- 
pares favorably with other areas of the country 
(Table 1). 

The Chief Deputy Coroner of Los Angeles Coun- 
ty, California, stated at the annual meeting in 
1950: “In California the medical profession sup- 
plies the necessary scientific medical-legal coverage 
into the causes of death, instead of also entering 


Table 1. Incidence of coroners’ post-mortem examinations. 


cases autopsies per cent 


1949 21,484 13,446 62% 
New York City.......... 1946 16,755 4,195 28% 
1949 4,173 1,164 27% 
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the profession of administration. By doing this 
they become more highly specialized in their pro- 
fessional field and do not have to be concerned 
with questions which interfere with their profes- 
sional duties.” 

To illustrate the amount and value of autopsy 
material available, it is believed that figures from 
San Diego County should be of interest. For ex- 
ample, for the year 1949, 1,553 coroner’s cases 
occurred within the county; and, of these, 70 per 
cent were handled by three autopsy surgeons, all 
of whom are actively engaged in general practice. 
These 1,353 cases occurred in a community of 


Figure 1. Granulomatous lesion in 
midportion of the left upper lung 
in month-old baby. 


Figure 2. Same case as Figure 1. 
Microphotograph shows typical coc- 


cidioides immitis. 


about 500,000 population. If this experience wer 
projected to the United States as a whole (160,000.- 
000 population), there would have been 432,961) 
coroner’s cases in 1949. 

Of the 1,353 coroner’s cases, 67 per cent, or 
894, were attributed to diseases. There were 8( 
suicides (6 per cent), 20 homicides (1 per cent), 
and the remaining 353 deaths (26 per cent) were 
due to miscellaneous causes. The 894 deaths due 
to diseases are classified in Table 2. 


Table 2. Classification of 894 deaths due to disease, 1949. 


58.9% 
98% 
5.2% 


1.1% 
25.0% 


The types of cases seen by autopsy surgeons 
closely parallel common causes of death, because 
in the county of San Diego, for 1949, there were 
4,153 deaths attributed to natural causes (Table 3). 
These were deaths in cases under the supervision 
of practitioners of the healing art, and cases in 
which death certificates were filed. Of this number, 
1,521 (36 per cent) were due to heart ailments, 


Table 3. 4,153 deaths, San Diego County, 1949. 


Heart coe 
Cardiovascular-renal.......... 221 


36.8% 
5.3% 
17.3% 
27% 
37.9% 
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221 (5 per cent) were due to cardiovascular-renal 
disease, cancer, including leukemia, accounted for 
720 cases (17 per cent), tuberculosis for 113 cases 
(2.7 per cent), and miscellaneous causes accounted 
for 1,578 (37 per cent). Autopsy cases show a 
higher incidence of heart disease because many 
cardiac deaths are sudden, occur without medical 
attendants, or are away from the usual attending 
doctor and automatically become coroner’s cases. 

From these figures it can be seen that the cases 
examined by the autopsy surgeons roughly parallel 
the types of cases seen by anyone who is authorized 
to sign death certificates. It is believed that post- 
mortem examinations for the coroners’ offices of 
the United States can be handled scientifically and 
accurately by men engaged in the general practice 
of medicine, with occasional consultation with ac- 
credited and reputable pathologists in their com- 
munities. 

It is believed that a few interesting and illustra- 
tive cases of the types encountered in post-mortem 
examinations will show the possibilities for better 
medicine, since it was Dr. Osler who stated: ‘‘As 
is our pathology, so is our medicine.” 


Illustrative Cases 


A month-old baby was dead on arrival at a large 
general hospital. Delivery had been uneventful, 
and the child had not been sufficiently ill to be 
brought to a physician. Post-mortem examination 
revealed a seven-centimeter granulomatous lesion 
in the midportion of the left upper lung (Figure 1), 
with miliary discrete lesions throughout the entire 
lung fields, the spleen, the liver, and the kidneys. 
A mild arachnoiditis at the base of the brain was 
present. The cut area was sectioned, and the micro- 
photograph shows the typical coccidioides immitis 
(Figure 2). Available records suggest that this is 
the earliest reported case of acute fatal coccidioido- 
mycosis ever reported. 

This case illustrates two points: first, the possi- 
bility of fatal mycotic infection in the newborn; 
and, second, it serves to call attention to the im- 
portance of post-mortem examinations in any sud- 
den or unexplained death, since physical examina- 
tion or even hasty post-mortem examination might 
have strongly suggested acute miliary tuberculosis 
as the cause of death. : 

Sometimes a hunch on the part of the autopsy 
surgeon is as important to the purposes of justice as 
well as to good medicine. A case in point is that 
of a man who was severely beaten and kicked by 
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Figure 3. Ruptured liver and massive inter- 
nal injuries of man beaten by assailants. 


his assailants. Death was actually due to cyanide 
poisoning, but the photographs in Figure 3 clearly 
show a ruptured liver and massive internal in- 
juries. Homicide prosecution would have been ease 
and probably effective, but the ends of justicy 
would not have been served. The ruptured liver, 


Figure 4. Extensive fracture over the orbit and a long 
tear of the dura with massive intracranial hemorrhage. 
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spleen, and lungs shown in the photograph were 
caused by being kicked and beaten, but this in- 
dividual was already dead from cyanide poison- 
ing. Many wine drinkers use small amounts of 
“‘cyanogas” powder in water as an antidote for the 
“*hangover” induced by too much wine. His drink- 
ing companions admitted the attack but were not 
actually guilty of murder. 

A third case illustrates well the importance of 
post-mortem examination through the coroner’s 
office in all cases in which public liability, traffic 
violations, or felonies may be involved. A 78-year- 
old college professor was injured in a traffic acci- 
dent three months prior to his death. He sustained 
multiple fractures and a moderate head injury. 
Adequate treatment was exhibited to the fractures 
and, after a short period of hospitalization, he was 
removed to his home. Marked mental deteriora- 
tion, abnormal behavior, and disability progressed 
to a point that he died approximately three months 
after his injuries. During this terminal period, 
serious question was entertained as to his mental 
faculties, despite extensive medical care. Post-mor- 
tem examination, by reason of this being a coro- 


ner’s case, revealed a hematoma outside of the dura. 
compressing the brain on the left to one-third of 


‘its original size. An old rupture of the middle 


meningeal artery on the left was present, and this 
rupture was in a location which would have been 
easy to treat. More experience at the post-morten: 
table by the attending physicians might well have 
changed this untoward result. 

Moderate violence applied to the skull will often 
show surprising amounts of intracranial damage at 
autopsy (Figure 4). A healthy, husky aircraft worker 
sustained a relatively mild blow over the eye in a 
barroom fight. His drinking companions attached 
little significance to his failure to arise from the 
floor until it was discovered that his unconscious- 
ness was more serious than that due to alcohol. He 
died within a few hours, and the photograph shows 
the extensive fracture over the orbit and a long 
tear of the dura with massive intracranial hemor- 
rhage. This case also illustrated the importance of 
obtaining specimens of blood for alcohol determi- 
nation prior to embalming, because the blood alco- 
hol level was over 200 mg. per 100 cc. This was a 
mitigating factor in the legal prosecution. 


Che Hands in 


Chyrotoxicosis 


TuerE are few diseases in which the hands are so expressive of 
the diagnosis as in thyrotoxicosis. Among the familiar signs are 
(1) the quick, firm handshake; (2) the fine tremor of the out- 
stretched fingers; (3) the darting, purposeless movements of the 
hands; and (4) the quality of their skin—warm, moist, velvety. 
In the patient whose picture is shown here, Graves’ disease is 
marked by an additional sign of thyrotoxicosis. The ends of the 
fingernails are separated from their beds to an unusual degree. 
Close inspection shows the dirt line far back under the nail. 
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Che Supportive Boot for Chronic Venostasis 


BY WILLIAM H. PRIOLEAU, M.D. and J. MANLY STALLWORTH, M.D. 


Department of Surgery, Medical College of South Carolina, Charleston, S$. C. 


A properly applied supportive boot is essential to the satisfactory treatment of most cases of chronic 

venostasis, both in conjunction with operative measures as well as for more or less continuous use. 

By this means, venous return is improved, with resulting subsidence of edema and regression of inflammation. A 
combination of Unna's paste and elastic adhesive is satisfactory for most purposes. 

The pulsatile air-pressure boot is particularly suitable for long-continued use. 


A SUITABLE and adequate support to the venous re- 
turn is essential to the satisfactory treatment of 
most cases of chronic venostasis. It is of value as a 
diagnostic measure, in preparing the patient for 
operation, and for long-continued palliation. It is 
common practice to limit this form of therapy to the 
use of the elastic stocking and the elastic-weave 
bandage. Such measures are relatively ineffective 
in many cases. They fail to give symptomatic relief 
and, in some instances, may jeopardize the success 
of operations. Many patients thus treated become 
despairing of obtaining help from medical sources 


and progress to states of increasing incapacity and 
invalidism. 


Pathogenesis of Edema 


Edema is the most troublesome factor in chronic 
venostasis and, if allowed to continue, almost in- 
variably leads to dermatitis, ulcer, and other in- 
flammatory changes. This condition is caused by 
impairment of the venous return which, in varicose 
veins, is the result of dilated superficial veins with 


valves incompetent to protect them from pressure 
transmitted from the deep veins. In postphlebitic 
cases impaired venous return is due to obstruction 
or incompetence of the deep veins, commonly 
secondary varicosities of the superficial veins, in- 
competent perforating veins, and in some cases 
associated vasospasm. The resulting increased pres- 
sure in the veins is transmitted to the capillaries. 

The capillary endothelium acts as a semiper- 
meable membrane permitting the relatively free 
passage of fluids and simple molecules to and from 
the capillaries. Fluid balance between the tissue 
spaces and the capillaries is primarily dependent 
upon the relationship of the hydrostatic pressure to 
the colloid pressure (Figure 1). 

Prolonged elevation of hydrostatic pressure in 
the venule and capillary retards the return flow of 
fluids from the tissue spaces and thereby establishes 
the first stage of edema. Other factors affecting the 
exchange of fluids between the capillaries and the 
tissue spaces are the environmental temperature, 
the degree of tissue tension, the loss of intracapil- 
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H. Hydrostatic Pressure = 
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Figure 1. The diagram shows the normal relationship of the hydrostatic pressure to the 
osmotic pressure at the junctions of the capillaries with the arterioles and venules. 


lary proteins, and fibrosis of the lymphatics. Landis 
demonstrated that the rate of filtration is increased 
as much as 100 per cent when the environmental 
temperature is raised from 14° to 44° C., and cor- 
related this with the fact that patients with edema 
frequently complain of increase in symptoms during 
hot weather. He also showed that abnormal accumu- 
lat.on of tissue fluid progressed steadily until it 
approached a hindering tension attributed to the 
elastic resistance in the tissues, and labeled this 
process “tissue tension.” As the tissue tension in- 
creases, the amount of fluid passed into the tissue 
spaces decreases. 

If the abnormal filtration is allowed to continue 
to a chronic state, the tissue tension loses its in- 
hibitory effect, and the capillary endothelium be- 
comes damaged sufficiently to allow excessive escape 
of serum proteins, which in turn, causes further loss 
of fluids from the capillaries by altering osmotic 
pressure. Fibroblastic proliferation is promoted in 
the tissue spaces, and eventually, if unchecked, 
there results subcutaneous fibrosis and partial ob- 
literation of the lymphatic vessels. Thus the cycle 
once established by prolonged elevation of venous 
pressure such as that present in varicose veins and 
deep thrombophlebitis, is increasing]y vicious, lead- 
ing subsequently to tissue fibrosis, lymphatic ob- 
struction, dermatitis, and ulcer formation. 

Beecher measured the venous pressure in the 
normal saphenous vein at ankle level while the sub- 
ject walked and found a variation from 20 to 75 
cm. H20; whereas, in the varicose saphenous vein, 
the pressure measured under identical conditions 
remained at a constant level of 95 cm. H20. This 
continuous elevation does not in all instances pro- 


duce edema since competent perforating veins and 
anastomotic capillaries allow the blood to return by 
way of the deep veins in which the pressure is con- 
trolled normally by a system of valves. Thus the 
formation of edema in patients with impeded venous 
return depends upon several factors, but the pri- 
mary consideration is the persistent elevation of 
hydrostatic pressure in the venule and capillary. 


Control of Edema 


Edema must be controlled if disabling sequellae 
are to be prevented. Where possible, definitive 
operative measures are desirable. In varicose veins, 
such measures are generally effective; they consist 
of superficial vein ligation and excision, and excision 
of ulcer with grafting. Vein obliteration by the in- 
jection of sclerosing fluids is mentioned only to 
condemn it, chiefly on account of the attendant 
danger of inducing thrombosis of deep veins. 

Postphlebitic cases are particularly refractory to 
relief by such measures. However, the procedures 
available are ligation of the femoral or popliteal 
vein, excision of secondary varicosities, ligation of 
incompetent perforators, excision of ulcer with 
grafting, and lumbar sympathectomy where vaso- 
spasm is present and occasionally for hyperhidrosis. 

In many cases, the indications for the various 
procedures cannot be determined before a period of 
observation on account of the edema and the in- 
flammatory changes. Also, under such conditions, 
operative treatment in general, and extensive vein 
excision in particular, cannot be safely instituted. 
A period of preliminary treatment is necessary to 
reduce the edema, to cause a regression of the in- 
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flammatory changes especially in the presence of 
dermatitis and ulcer, and to assure that venous re- 
turn will be adequate following the contemplated 
operation. 

In some cases, definitive operative measures are 
not applicable and, in others, are only partially ef- 
fective. In this group of cases, recourse must be 
made to other measures. As a means of reducing 
edema, bed rest with the extremity elevated is very 
effective. It is useful in conjunction with all forms 
of treatment and is particularly indicated in the 
presence of infection. It is of value only as a 
temporary measure and cannot be used on a long- 
term basis on account of the attendant social and 
economic disadvantages. Also, it has no direct bene- 
ficial effect upon collateral venous channels. 


The Supportive Boot 


Whether as preliminary to operative measures 
or for more or less continuous use, a firm encase- 
ment from the toes to the knee serves as a ready and 
effective means of controlling edema. Such encase- 
ment is commonly called a supportive boot. It acts 
by compressing the superficial venous system, and 
is of value particularly in primary and secondary 
varicosities. Serving as a counter pressure against 
which the calf muscles may act, a muscle contraction 
forces the blood out of the superficial into the 
deeper veins in which the flow is directed upward 
by valvular action. In this respect, its effectiveness 
is increased by walking. A firm support increases 
tissue tension and thus decreases abnormal capil- 
lary filtration. 

In postphlebitic cases with obstruction of the 
large deep veins, there is reason to think that such 
treatment results in the development of intermedi- 
ary channels, which are of particular importance 
where it is planned to perform an extensive excision 
of the superficial venous system on account of 
secondary varicosities, and also in ligation of the 
femoral or popliteal vein. 

The patient is encouraged to walk and to take 
periods of rest with the leg elevated above the level 
of the heart. He is advised against long standing 
and sitting, and subjecting the extremity to ex- 
ternal heat. 

Should increasing edema cause constriction with 
resultant swelling and discoloration of the foot, the 
patient is warned to remove the boot completely. 
In such a case, a boot is applied with little pressure 
while the patient is under close observation, prefer- 


ably in a hospital. Gradually, firmer boots can be 
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used and the activity of the patient increased. In 
exudative dermatitis, a closed dressing may not be 
well tolerated. In such cases, dermatologic treat- 
ment is necessary before the application of a sup- 
portive boot. 


Applying the Boot 


The boot must be so applied as to give firm even 
pressure and present a smooth surface against the 
skin. Circular constriction with resultant ridging 
must be guarded against. It should be somewhat 
elastic. Sites of likely pressure should be well 
padded. It should give adequate aeration so as to 
prevent skin maceration which predisposes to 
fungous infection. It should provide drainage in 
case of dermatitis and ulcer. 

As a result of this form of therapy, the edema sub- 
sides, the inflammatory chances regress, dermatitis 
heals, and ulcers heal or reach a state of chronicity 
with minimal exudation. While wearing the boot, 
patients engage in their normal activity. This form 
of treatment may be continued more or less in- 
definitely or until it is possible to institute definitive 
operative measures. Supportive boots are often of 
value in pregnancy both as a means of giving symp- 
tomatic relief as well as of deferring operative pro- 
cedures. 

A suitable supportive boot should be used as a 
preoperative measure in varicose veins until the 
edema has subsided and any dermatitis or ulcer has 
healed or, at least, has reached a stage approximat- 
ing maximal improvement before radical vein liga- 
tion and excision, or ulcer excision is undertaken. 
The same obtains particularly in postphlebitic cases 
which are commonly refractory to treatment. In the 
latter group of cases, adequate preoperative treat- 
ment is important in the development of collateral 
venous channels especially where there is obstruc- 
tion or incompetency of the large deep veins, ex- 
tensive secondary varicosities of the superficial sys- 
tem and incompetent perforating veins. 

Postoperatively, in cases of vein excision, after 
removal of the original firm dressing and the su- 
tures, a supportive boot should be used until the 
skin is intact and there is no tendency to edema. In 
postphlebitic cases in which definitive operative 
treatment is not applicable or in which it fails to 
give the desired relief, such boots may be used 
more or less continuously for an indefinite period 
or at intervals as indicated. In some cases, the boots 
may be used alternately with elastic-weave bandages 
or with stockings. 
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Methods of Providing Support 


There are various methods of applying more or 
less continuous pressure to the leg for the purpose 
of supporting the venous circulation. Each has its 
uses and indications. The elastic stocking is of lim- 
ited value and cannot be depended upon for firm 
support. The elastic-weave roller bandage does not 
remain in place and also gives very little support. 
The rubber roller bandage can be applied so as to 
give any degree of pressure, but it does not permit 
adequate aeration of the skin and drainage in case of 
dermatitis or ulcer. The Unna’s paste boot provides 
excellent drainage and is well tolerated by the skin. 
It is ideal for some cases but, for others, it is too 
rigid. It does not contract with subsiding edema and 
does not stretch with increased swelling. The elastic 
adhesive gives firm support of a not too rigid type 
but, in some cases, is not well tolerated next to the 
skin. 

A combination boot of Unna’s paste and elastic ad- 
hesive has proven satisfactory for most cases. Ma- 
terials for this boot are readily available on the open 
market. Gauze impregnated with Unna’s paste is 
loosely applied next to the skin (Figure 2a). Over 
areas of dermatitis and ulcers, it is applied in several 
thicknesses. A piece of sponge rubber is next ap- 
plied over the anterior aspect of the ankle and at 
other sites of likely constriction (Figure 2b). Over 
this is applied a layer of 3- or 4-inch elastic adhesive, 
each turn overlapping the preceding turn by a 2/3 
width (Figures 2c and 2d). 

This boot is well tolerated by the skin, and per- 
mits evaporation of perspiration and drainage of 
exudation in case of dermatitis and ulcer. It remains 
in place; it is firm and yet not rigid. In case of 


Figure 2a. Application of boot. Descending spiral of gauze 
bandage impregnated with Unna’s paste. Several thick- 
nesses over ulcer at medial aspect of ankle. 


Figure 2b. Strip of sponge rubber placed over anterior as- 
pect of ankle. Strip of elastic adhesive placed posteriorly. 
Figure 2c. Boot completed with overlapping layer of 
elastic adhesive: circular of foot, figure of eight of ankle, 


and ascending spiral of leg. The heel may be included 
if indicated. 


Figure 2d. Completed supportive boot. 


rapidly subsiding edema, dermatitis and ulcer, it 
should be changed every five to ten days. Once the 
swelling has subsided and the exudation has been 
reduced, the boot need not be replaced for four to 
eight weeks. 

The recently developed pulsatile air-pressure boot 
of Scott is a significant advance in the treatment of 
chronic venostasis. It consists of a canvas boot in 
which is encased an inflatable rubber bladder. It 
gives firm, evenly-distributed pressure avoiding 
ridging. The fact that it can be easily removed and 
reapplied by the patient makes possible frequent in- 
spection and care of the skin, and freedom from the 
boot while sleeping. Among its disadvantages, it 
provides little aeration of the skin, which predis- 
poses to fungus infection, and it presents dressing 
difficulties in the presence of exudation from ulcer 
or dermatitis. It is clumsy looking and relatively ex- 
pensive especially if it is to be used only as a tem- 
porary measure. It is particularly suitable in those 
static cases in which the edema is under control, the 
dermatitis has subsided, and the ulcer has healed 
with or without excision and grafting. It is likely the 
best solution of a difficult problem in that group of 
patients who require some sort of support not neces- 
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sarily continuously but more or less indefinitely. 
Patients with chronic venostasis form a large form of treatment appear unduly simple. Attention 

group, and many of them are relatively neglected. In _to details and close observation are necessary to 

most instances, by the use of the supportive boot, _ avoid pitfalls and to obtain satisfactory results. 


they can be given symptomatic relief and at the A bibliography accompanying this article is available upon 
same time be prepared for such operative treatment request from the Editorial Office of GP. 


Here’s a Helpful Hint. . . 


as may be indicated. It is not intended to make this 


HOW YOU CAN TALK TO A DEAF PATIENT 


WHEN interviewing a patient who suffers from impaired hearing, a great deal of wear and 
tear on the voice and the nervous system can be avoided by using an ordinary stethoscope as 
a hearing aid. The patient places the ear pieces in his ears and the doctor holds the bell or 
the diaphragm close to his own mouth. In this way the ordinary conversational voice can be 
heard by all but the most hard of hearing.—Lyon Sreine, M.D., Valley Stream, N.Y. 
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Hyperplasia of the Thymus Gland 
BY SOL KATZ, M.D. 


Tue thymus gland may fail to undergo involution which 
normally occurs shortly after birth. In most of these 
infants such thymic enlargement is asymptomatic. It is 
usually seen during the first few months of life following 
which delayed but spontaneous resolution results in its 
disappearance. In some infants, however, hyperplasia of 
the thymus assumes clinical importance due to com- 
pression of the trachea. Dyspnea, attacks of cyanosis, and 
stertorous breathing (‘thymic stridor”) may occur. 
When such symptoms are present, x-ray therapy usually 
causes a prompt decrease in the size of the mass and a 
disappearance of symptoms. 

X-ray of the chest reveals a broad density in the upper 
anterior part of the mediastinum, extending both to the 
right and to the left. The convex mass is often wider 
inferiorly where it forms a cap-like shadow fitting over 
the heart. At times the density due to the enlarged 
thymus blends with the cardiac shadow and is difficult to 
differentiate from cardiac enlargement on the postero- 
anterior view. In other situations, a distinct notching or 
angulation between the thymus and the heart is demon- 
strable. There is a marked increase in the size of the 
thymic shadow on expiration. 

Even marked thymic enlargement in the mediolateral 
direction is unimportant unless associated with tracheal 
compression. A film exposed in the lateral view, during 
expiration, will demonstrate this compression best. In the 
lateral projection the enlarged thymus lies behind the 
sternum. 

It is important to differentiate enlargement of the 
thymus from the widened upper mediastinum seen in 
normal infants during forced expiration, such as occurs 
during crying or struggling. This effect of vigorous 
expiration on the mediastinal density is due to distention 
of the blood vessels at the base of the heart, especially 
the superior vena cava and the innominate veins. A 
roentgenogram exposed during inspiration or during 
quiet breathing will disclose a normal mediastinum. 


Figure 1. Widening of superior part of mediastinum due to 
enlargemeni of thymus in 6-month-old infant. Figure 2. Lateral 
view of same patient as in Figure 1. Compression by thymus 
causes trachea to appear as a thin, dark slit. The anterior part 
of the mediastinum is filled by the large thymus. Figure 3A and 
B. Variation in size and shape of mediastinum with phases of 
respiration in a normal infant. Figure 3A shows apparent en- 
largement of heart and mediastinum due to exposure of film 
during forceful expiration (crying). Figure 3B shows same 
patient during quiet inspiration; the heart and mediastinum 
are normal. (Films by courtesy of Bluefield Sanitorium, Blue- 
field, West Virginia.) 
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Usefulness of Hormones in the Creatment of Women 


BY ERNEST W. PAGE, M.D. 


‘Department of Obstetrics and Gynecology, University of California School of Medicine, San Francisco 


The outlines offered in this article are guides to hormonal therapy, but they are not substitutes for 
thoughtful individualization. In clinical practice, a physician should ask himself whether a hormone is truly 
useful or of doubtful value. If indicated, he should then choose an economical preparation and the most 
sensible route of administration. Dosage should be adjusted to the minimal amount consistent with . 

the therapeutic aim, and the patient should be informed of possible side effects. These precautions help to 
avoid dangers involved in the use of these potent agents, and increase the chance for clinical success. 


THE aim of this review is an evaluation of the use- 
fulness of estrogens, progesterone, and androgens 
in gynecology and obstetrics. The subject, so large 
in scope, leaves little space for discussions of chem- 
istry, animal experimentation, reviews of the liter- 
ature, or for the pros and cons. What remains is a 
“rule of thumb” outline based upon personal ex- 
perience and current, but fallible, opinion. There 
may be some virtue, however, in offering “one 
way of doing things” in a field so perplexing and 
fluctuant as endocrine therapy. 

For each group of hormones discussed, an 
effort is made to answer the following questions: 

1. What are the physiologic actions of the hor- 
mone in women ? 

2. What dosage should be used? 

3. What is the best method of administration? 

4. What types of preparations are best? 

5. How useful is the hormone? 

6. How is it actually employed for some of the 
common indications? 


Some General Principles 


A hormone probably influences some of the im- 
portant enzymatic processes that go on within the 
living cells, but the exact mechanism by which it 
exerts its effect on body tissues is unknown. Some- 
times a hormone stimulates activity, sometimes 
inhibits, or at other times it may be quite inactive. 
All three responses may occur simultaneously, de- 
pending upon which bodily tissues or “target or- 
gans” are referred to. Certain hormones are “‘con- 
ditionally acting.” For example, progesterone will 
only exert its effect on women upon the condition 
that an estrogen has acted first. 

All of the hormones arising from the gonads or 
adrenal cortex are steroids; all those from the 
anterior pituitary gland are proteins, or “trophic” 
substances. The human placenta produces both 
steroids and protein (chorionic) hormones. The ad- 
ministration of a steroid hormone in moderate or 
large amounts characteristically depresses that 
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gland which normally elaborates it. The secretion 
or release of the corresponding trophic hormone 
from the pituitary is likewise depressed by the 
related steroid. 

These general laws of endocrinology act in such 
a way that should one administer hormones willy- 
nilly, without some specific physiologic aim, the 
chances of doing harm are greater than the chances 
of doing good. Hormones should never be used as 
“tonics” for fatigue and nervousness, as placebos 
for lack of any definitive therapy, or as substitutes 
for psychotherapy. 

Endocrine therapy is partly an art and partly a 
science. It is composed of a little knowledge, a 
number of deductions, and a great deal of empiri- 
cism. It is largely empiricism which forms the 
basis for the following outlines. That is to say, 
having tried various hormones for many things in 


the past, we have discarded those which seem to - 


be associated with harm or with failure, and have 
retained those methods which seem to have been 
associated with clinical success. 


Il. The Estrogens 


1. The physiologic actions of estrogens in women 
may be summarized under five headings, together 
with subheadings indicating the functions or tis- 
sues involved (Table I-A). After each subheading, 
there is an example of some clinical usage to illus- 
trate the action. (This does not necessarily mean 
that the clinical usage is good or successful. The 
asterisks, for example, indicate some uses which 
are either unwise or unsuccessful.) Not only does 
Table 1-A offer an array of local and systemic ef- 
fects, any of which might be useful in therapy, but 
it serves as a warning of all the “‘side effects” which 
might prove to be undesirable in any given case. 

Grouped under the first heading are the multiple 
effects upon the female generative tract and breasts 
which are caused by small or moderate doses of 
estrogens. By topical applications, the vaginal mu- 
cosa of a child or of an elderly woman can be trans- 
formed to that state which is characteristic of the 
reproductive period of life. This action can be use- 
fully employed in the preoperative preparation of 
an atrophic mucosa before restorative surgery in 
elderly women. The induction of a “water phase” 
of the cervical secretions, favorable to spermmigra- 
tion, has a limited usefulness in selected cases of 
infertility. For purposes of therapy, the endome- 
trial effects, as will be explained later, are usually 
modified by the addition of progesterone. Growth 


effects upon the uterus or upon the breasts are 
often so slight or transient that they become of 
little practical importance. 

The inhibitory effects of large amounts of estro- 
gens upon the anterior pituitary lobe may be due 
to an exhaustion phenomenon, but the net result 
is almost akin to hypophysectomy. It is through 
this mechanism that ovarian activity is suppressed, 
and the release of lactogenic hormone prevented. 
The concept of “physiologic hypophysectomy” 
serves to explain the seemingly paradoxical effects 
which large doses of diethylstilbestrol may have, 
such as the temporary involution rather than 
stimulation of pelvic endometriosis. 

The metabolic activities of estrogens are of the 
greatest importance in therapy, and as “side ef- 
fects” may or may not be desirable. Some effects 
parallel those of androgens, while others are in 
direct opposition (e. g., compare Tables I-A and 
III-A). Whenever the parallel effect is desired, the 
two types of steroids are ordinarily combined in 
therapy. 


Table I-A. The Physiologic Actions of Estrogens. 
Physiologic Action An Example of Its Clinical Application*® 
(but not necessarily useful or wise) 

1. Estrog Activity 

a. Growth of vaginal epithelium 

b. Increased cervical secretions 
of decreased viscosity 

c. Growth of endometrium 


Senile vaginitis 
Certain cases of infertility 


To produce (or to stop) estrogen with- 


drowal bleeding 
d. Increase of myometrial To sensitize a gravid uterus to oxytocic 
motility drugs 
e. Myometricl growth Uterine hypoplasia* 


f. Growth of mammary ducts 
2. Anterior Pituitary Inhibition 


Enlargement of the breasts* 


a. — of follicle stimulating Suppression of ovulation 

hormone 
b. — of lactogenic h P. of breast engorgement 
¢. — of growth hormone Acromegaly 


3. Metabolic Activity 
a. Anabolic for bone 


b. Acceleration of epiphyseal Deceleration of growth* 
closure 

c. On skin Senile keratoses 

d. On mucous membranes Atrophic rhinitis 

e. On fat distribution Transvestism* 

f. Production of hemodilution 2 
and anemia 

4. Antiandrogenic Effects 

oa. Male genital tract Prostatic carcinomatosis 

b. Skin Acne 

c. Hair follicles Prevention of baldness in men* 


5. Mechanism Obscure Relief of menopausal symptoms 


The antiandrogenic effects of estrogens are ob- 
viously not due to any chemical neutralization of 
androgenic steroids, like the reaction between acid 
and base, but to opposing effects upon certain tar- 
get tissues. Thus androgens may promote growth 
of hair on the chest and loss of hair on the scalp, 
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and estrogens the reverse. (Whether estrogens are 
a valuable addition to hair tonics for men, how- 
ever, may not be decided until a generation of 
identical twins are studied!) 

It is indeed strange that the fifth and last cate- 
gory in Table I-A, the relief of menopausal symp- 
toms by estrogens, is so poorly understood. Accu- 
rate or not, from a therapeutic standpoint it is 
useful to consider the symptoms of the menopause 
as the withdrawal phase from a long-standing en- 
dogenous steroid addiction. Supplying exogenous 
estrogens after physiologic ovarian failure post- 
pones the “withdrawal symptoms.” 

2. How may estrogens be defined in terms of dosage ? 
Since there are so many potent estrogens available, 
one of them 200 times as effective by weight as 
another, we must forget about milligrams or units 
for a moment and define dosage in terms of some 
specific physiologic action. In the treatment of 
women we are concerned chiefly with the influence 
of estrogens upon the endometrium, the gonado- 
trophic functions of the pituitary gland, and the 
relief of menopausal symptoms. One way of ex- 
pressing dosage in clinical terms, therefore, is by 
reference to these functions, as in Table I-B. 


Table I-B. A Clinical Definition of Dosage of Estrogens. 


Small Dose 

That amount which will accomplish some specific physiologic effect 
without interference with a normal menstrual cycle. That is, a 
small dose administered continuously will rarely inhibit ovulation. 

Moderate Dose : 

The usual amount needed to alleviate menopausal symptoms in a 
case of average severity; i.e., a “menopausal maintenance dose.” 
This amount is useful for metabolic effects. It will inhibit ovulation 
and produce withdrawal bleeding in some cases. 

Large Dose 

That amount which will almost always inhibit pituitary gonadotrophic 
function and prevent ovulation. It will almost always cause with- 
drawal bleeding from an intact endometrium in the absence of 
pregnancy. 


3. The route of administration of estrogens should 
be oral or topical in almost every instance. The 
available commercial preparations are of such high 
potency that fantastically high quantities can be 
delivered by the oral route in the space of a few 
hours. There might be some circumstance to justi- 
fy the occasional employment of a “shot,” but the 
author has not found it necessary in the past dec- 
ade. Giving estrogens repeatedly through a needle 
is an admission that we are practicing a form of 
psychotherapy which is rather time-consuming and 
expensive for our patients. In order to obtain an 
estrogen effect upon a surface, such as the skin or 
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vaginal mucosa, it is wise to employ topical admini- 
stration in the form of solutions, ointments, or 
suppositories. 

4. The choice of a commercial preparation depends 
somewhat upon a physician’s familiarity with the 
product, partly upon economic considerations, and 
also upon the patient’s individual reaction to the 
hormone. Sufficiently large doses of almost any 
estrogen will produce nausea in the absence of 
pregnancy, but in most cases this does not persist 
for more than a few days. A few women will have 
other undesirable side effects, such as intestinal 
disturbances, with synthetic estrogens but not with 
the more expensive natural products. Another fac- 
tor of importance is the relative growth-promoting 
effect upon the endometrium, which is undesirable 
in the management of the postmenopausal patient. 
Certain compounds, such as Vallestril, have recent- 
ly achieved a reputation for alleviating menopausal 
symptoms without producing withdrawal bleeding, 
but it is too early to state that this is universally 
true. 


Table I-C. Some Estrogens and Their Approximate Dosages. 


Type Examples of Com- Daily Dosage (in mg.) 
mercial products Small Moderate lLorge 
1. Stilbene-hexane compounds 


for oral use 

a. Diethylstilbestrol Stilbestrol 

b. Related compounds Hexestrol 0.1 0.5 5 
Benzestrol 
Vallestril 1.5 3.0 15 
TACE 6 12 48 

2. Natural steroids (or deriv- 
atives) for oral use 

Estinyl 

a. Ethinyl estradiol Eticylol 0.02 0.05 0.3 
Lynoral 

b. Conjugated Premarin 

equine estrogens Amnestrogen 

ng 0.6 1.25 5 
Menagen 


Table I-C gives a partial list of familiar products 
for oral or topical use, together with the approxi- 
mate size of a small, moderate, or large dose as 
defined above. The omission of other worthy prod- 
ucts was done for the sake of simplicity and does 
not imply that the others are less useful. The new- 
er compound TACE is included because it has the 
peculiar property of being stored in bodily fat when 
given in large quantities, but at this time its thera- 
peutic position relative to other compounds is not 
well established. 

5. What is the clinical usefulness of the estrogens ? 
This is the most difficult question to answer be- 
cause it is doubtful whether any two physicians 
would classify the usefulness of any hormone in ex- 
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actly the same way. The appraisal of therapeutic 
value, furthermore, changes with time and addi- 
tional experience, and by the time these tables are 
published, the author will probably disagree with 
himself on several points. With these reservations 
Table I-D is presented as a clinical guide. 


Table I-D. The Usefulness of Estrogens in Gynecology. 


. Of proven usefulness (i.e., estrogens are the primary therapeutic 
weapon, and results are good) 
Menopause (moderate dose; cyclic; several months) 
Senile vaginitis (small dose; vaginal suppositories; several 
weeks) 
Suppression of breast engorgement (large dose; oral; 5 to 
10 days; in decreasing amounts) 


Possibly useful (i.e., estrogens are either adjunctive therapy, or 
results are not too successful) 
Gonorrheal vaginitis of children (small dose; topical; adjunct 
to antibiotic) 


Dysmenorrhea (large dose; days 5 to 25 of cycle; 1 to 4 _ 


months) 

Amenorrhea (large dose; better when used with progester- 
one; cyclic; 3 months) 

Genital infantilism (large; prolonged therapy; cyclic) 

Infertility (small dose; selected cases only; cyclic; several 
months) 

Missed abortion (very large doses; one day) 

Post-menopausal stress incontinence (moderate doses; cyclic; 
3 to 6 months) 


3. Doubtful indications (because of faulty principles, or repeated 
clinical failures) 
Menorrhagia (unless used with progesterone) 
Menstrual migraine 
Uterine inertia 
For breast enlargement 
Mastalgia 
Premenstrual tension 
Frigidity 
“Nervousness” 


4. Experimental (judgment reserved) 
Habitual or threatened abortion (very large doses) 
Prevention of pregnancy toxemias (very large dose, and in- 
creasing with pregnancy) 
Endometriosis (very large doses; cyclic; several months) 
Advanced breast cancer (large amounts; cyclic; prolonged) 


The expression “of proven usefulness” indicates 
that hormonal therapy is the best therapeutic meas- 
ure available and that the results are good. ‘*Pos- 
sibly useful” indicates one of two things: estrogens 
may be a valuable adjunct but are not the primary 
therapeutic weapon (e.g., in gonorrheal vaginitis), 
or it may mean that estrogens are indicated but the 
clinical results are usually disappointing, (e.g., in 
genital infantilism). ‘Doubtful indications” are 
those in which estrogens are probably useless, and 
therefore contraindicated. Under the heading “‘ex- 


perimental” are those clinical states for which very 
large doses of diethylstilbestrol are being employed, 
but without unassailable evidence of success. 

6. How are estrogens employed for each of these 
indications ? Incorporated in Table I-D are some 
parenthetical notes indicating the order of dosage 
and duration of administration. The words “small,” 
“moderate,” and “large” refer to the daily oral 
dose listed in Table I-C. The term “‘cyclic” refers 
to an interruption of the therapy for five days each 
month. This is to permit endometrial regression, 
with or without bleeding. It is especially important 
in the older age group, because irregular bleeding 
demands endometrial biopsy or curettage to rule 
out cancer, whereas bleeding which occurs exactly 
according to plan does not always require such 
investigation. 

The duration of therapy suggested is for a typ- 
ical case, but this must be highly individualized. In 
the treatment of menopausal symptoms, there are 
two schools of thought. One considers the climac- 
teric as a deficiency disease requiring replacement 
therapy for the balance of life. The other concept— 
to which I subscribe—is that the menopause is a 
physiologic decline of gonadal function to which a 
woman should adjust successfully within the span 
of a year or so. If you believe in the latter, you will 
employ estrogens as an aid to the adjustment, and 
will limit their use to less than a year. 

There are also two viewpoints on the use of di- 
ethylstilbestrol for the suppression of breast engorge- 
ment in nonnursing mothers. Some have abandoned 
its use on the grounds that late puerperal bleeding 
is produced. This complication is less likely to oc- 
cur if the high dosage (e.g., 5 mg. daily for five days) 
is followed by additional single doses on days five, 
seven, and twelve of the puerperium. When exces- 
sive bleeding does occur, it is most difficult to as- 
cribe it to the therapy with any degree of certainty. 

The value of diethylstilbestrol for the treatment 
or prevention of pregnancy complications is still a 
very debatable question. In some cases of threatened 
abortion, bleeding ceases quite promptly, but only 
to result in a missed abortion. In habitual abortion, 
the ultimate salvage may or may not be increased. 
There is no convincing evidence that toxemia of 
pregnancy can be prevented, even in diabetics, with 
ascending dosages of stilbestrol. It is certainly of no 
value in the definitive therapy of toxemia. 

One other indication calls for special comment. 
True primary essential dysmenorrhea can be re- 
lieved almost invariably by the suppression of ovula- 
tion. (Sample schedule ; conjugated equine estrogen, 
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3.75 mg. daily for three weeks, beginning on day 
four of the menstrual cycle.) A basal body tempera- 
ture chart may be kept during the cycle to confirm 
the absence of corpus luteum function. The method 
is useful as a diagnostic test, because menstrual 
pain due to purely psychogenic factors or to organic 
lesions is rarely affected. In a few cases, the use of 
the method for three of four consecutive cycles may 
be followed by partial alleviation of the syndrome. 
To use the technique on a long-term basis is poten- 
tially dangerous because amenorrhea has been ob- 
served to follow such a prolonged regimen, The 
treatment, furthermore, is contraindicated in young- 
er girls who have yet to attain their full growth. 


ll. Progesterone 


There are special cells within the corpus luteum 
of the ovary which secrete progesterone during the 
luteal phase of the normal menstrual cycle.The stim- 
ulus for this production comes from the luteotrophic 
(lactogenic) hormone of the anterior pituitary gland, 
supplemented—in the case of pregnancy—by the 
chorionic gonadotrophin which is elaborated by the 
early trophoblast. Later in pregnancy, it is assumed 
that the placenta elaborates increasing quantities of 
progesterone, but the evidence for this is by no 
means conclusive. There is, at least, no demonstra- 
ble increase in the progesterone content of the 
blood as pregnancy progresses, and it is possible 
that the increasing quantities of pregnanediol ex- 
creted in the urine arise from other closely related 
steroids. This fact is mentioned because it is related 
to the growing doubts about the therapeutic effec- 
tiveness of progesterone in the treatment of many 
pregnancy complications. 


Table I-A. The Physiologic Actions of Progesterone. 
Physiologic Action An Example of its Clinical Application* 
(but not necessarily useful) 
To produce a “medical curettage” 
In threatened abortion* 
Cystic mastitis* 
Basal body temperature recording (for 
endogenous progesterone) 


1. On endometrium 

2. On myometrial motility 
3. On breast alveoli 

4. Thermogenic 


1. The physiologic actions of progesterone in women 
are noted in Table II-A. This hormone’s primary 
function appears to be its influence on the metabo- 
lism of the endometrium so as to transform it into a 
secretory type suitable for the implantation of the 
fertilized egg. This alteration of the endometrium 
also prepares it for the normal desquamation or 
“shedding” which occurs at the time of menstrua- 
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tion. The latter action gives rise to the chief clinical 
usefulness for the hormone. There are also changes 
in the breast alveoli designed to prepare them for 
lactation, and a thermogenic effect which is respon- 
sible for the rise in body temperature following ovu- 
lation. The effect of progesterone upon uterine mo- 
tility is poorly understood. It does not “quiet” the 
uterus but in fact increases amplitude and duration 
of the contractions to the point where dysmenor- 
rhea sometimes results. Progesterone has no action 
whatsoever in the absence of estrogens. 

2. The dosage of progesterone might best be ex- 
pressed in terms of its action upon the endometri- 
um, and is outlined in Table II-B. Although “small” 
doses are defined, because they have been used fre- 
quently, they have no known clinical uses. 


Table li-B. A Clinical Definition of Dosage of Progesterone. 


Small Dose 
An amount which will produce neither a histologic alteration of the 
endometrium nor withdrawal bleeding (e.g. 1 mg. im. daily; no 
known clinical usefulness). 
Moderate Dose 
An amount needed to produce withdrawal bleeding in the presence 
of estrogens, but usually not enough to produce a complete po- 
gestational change in the endometrium. 
Large Dose 
The amount needed to cause both withdrawal.bleeding with des- 
quamation and a fully progestational endometrium. 


3. The route of administration may be oral, sub- 
lingual, or parenteral. In order to produce its full 
effect upon the endometrium, large amounts are re- 
quired orally over a period of one or two weeks. In- 
asmuch as progesterone is frequently used to inter- 
rupt a period of menorrhagia rapidly (in cases of 
dysfunctional uterine bleeding), the intramuscular 
injection of progesterone on two or three consecu- 
tive days is frequently indicated. This is the one ex- 
ception to the general principle that the preferred 
route of administration for all steroid hormones is 
oral or sublingual. 


Table ll-C. Some Progesterone Preparations and Their Approximate 


Dosages. 
Type Examples of Com- Daily Dosage (in mg.) 
mercial Products Moderate large 
1. Progesterone in oil Progesterone 
(intramuscular) Progestin 
Proluton 5 25 
Lipo-Lutin 
Lutocylin 
2. Mixtures of estro- Cyclogesterin (aqueous) _ (1 cc.) 
gens and progester- Di-Pro ne (2 cc.) 
one (intramuscular) Prometron a (2 cc.) 
Progestradiol _ (2 ec.) 
3. Progesterone or Lingusorbs 
derivative (for oral Lutocylol 10 60 
or sublingual use) Pranone 


4 
Ora-Lutin 


4. Examples of commercial preparations available, 
together with the approximate dosages, are given in 
Table II-C. If progesterone is to be used as a diag- 
nostic test for the presence of estrogens, use a group 
1 preparation. If used to produce a “‘medical curet- 
tage” in cases of endometrial hyperplasia, use a 
group 2 preparation. If employed to produce a 
series of artificial menstrual periods in cases of 
amenorrhea, group 3 items for oral use are pre- 
ferred. 


Table ll-D. The Usefulness of Progesterone in Gynecology. 


1. Of proven usefulness 
Dysfunctional uterine bleeding; to arrest bleeding and pro- 
duce a “medical curettage” (large dose, i.m., two or three 
days) 
2. Possibly useful 
Diagnostic test to determine presence of estrogen (large, 
im., two days) 
Habitual abortion (large dose; oral; continuous) 
To produce bleeding cycles in amenorrhea (moderate dose; 
oral for two weeks; or large dose i.m. for 2 days) 
For “after pains” in the puerperium (moderate dose; i.m.) 
Infertility due to poor corpus luteum function (moderate or 
large; oral; after ovulation; daily). 


3. Doubtful indications 
Threatened abortion 
Mastalgia 
Premenstrual tension 


Dysmenorrhea 


5. A classification of the usefulness of progesterone 
in obstetrics and gynecology is given in Table II-D. 
Only one usage in this listing receives top priority, 
the treatment of “metropathia hemorrhagica” re- 
sulting from endometrial hyperplasia (due to anovu- 
lation). This may be the primary treatment when 
the condition occurs at the age of puberty, but 
when it occurs in association with the menopause, 
it is needless to say that a curettage is ordinarily 
required to rule out endometrial carcinoma. 

The reasons why some of the indications under 
the second heading do not receive a higher rating 
are as follows: While progesterone is useful as a 
diagnostic test for the presence or absence of estro- 
gen production in cases of amenorrhea, a stained 
vaginal smear will give the information more rapid- 
ly and at less cost. In the management of habitual 
abortion, nutritional therapy and desiccated thy- 
roid have proven their worth, but the addition of 
progesterone to the regimen—though sometimes 
seemingly associated with success—is still contro- 
versial. The use of estrogen and progesterone to- 
gether to produce a series of three or four artificial 


cycles in cases of amenorrhea is the first method 
which the author employs, yet it is successful in 
producing a restoration of ovulatory cycles in onl, 


‘one out of four or five cases. Large doses of proges- 


terone relieve “after pains” in the puerperium in 
some cases, but the action is slow and expensive. I): 
those cases of infertility associated with a deficient 
corpus luteum function (e.g., as evidenced by endo- 
metrial biopsy on day one of the cycle), substitution 
therapy in the luteal phase of the cycle is theoreti- 
cally indicated as an alternative to stimulative ther- 
apy with chorionic gonadotrophin. Clinical suc- 
cesses, however, are few and far between. 

There is little evidence that progesterone is of 
any use in the ordinary case of threatened abortion 
or in any of the late complications of pregnancy. Its 
use for premenstrual tension or for dysmenorrhea 
is contraindicated. 

6. How is progesterone actually employed for the 
more useful indications ? Two illustrative cases should 
suffice as examples: 

A girl, age 14, began to menstruate eighteen 
months ago and has had irregular periods varying 
from four to seven weeks apart. There has been no 
dysmenorrhea and no spotting between menses. She 
missed her last period, then began bleeding two 
weeks ago and has continued rather heavily since. 
The vaginal outlet is virginal, and recto-abdominal 
examination reveals a small, firm uterus in normal 
position, with no adnexal masses. Hemoglobin is 
10.5 grams. Presumptive diagnosis was endometrial 
hyperplasia associated with pubertal anovulatory 
bleeding. She received Cyclogesterin, 1 cc. intra- 
muscularly, repeated the following day. Bleeding 
ceased entirely on the third day, followed five days 
later by a normal type of menstrual flow lasting four 
days. Normal menstrual cycles have occurred since 
therapy. 

A 28-year-old housewife menstruated normally 
until one year ago, but following the death of her 
mother, menstruation ceased and there has been no 
bleeding since. She has one child aged 6 and is 
desirous of having another. Pelvic examination re- 
veals normal findings except for a uterine retrover- 
sion. B.M.R. is minus 6. Body build is normal, 
and other findings are not pertinent. F.S.H. deter- 
mination on a 24-hour urine specimen reported 
positive at 5 mouse units and negative at 80 mouse 
units (i.e., normal). Vaginal smear shows adequate 
estrogen effect. Presumptive diagnosis: Secondary 
amenorrhea, probably hypothalamic in origin. She 
was asked to take 60 mg. of Pranone orally each day 
(in divided doses) for ten days. Three days after 
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stopping the tablets, slight bleeding occurred. The 
course was repeated each month for three months 
with similar results. During the fourth month, her 
basal body temperature recording showed a rise of 
temperature of 0.6°F. which persisted for eleven 
days and was followed by a normal period. Regular 
cycles followed without further therapy, and preg- 
nancy occurred five months later. 


lll. The Androgens 


The androgenic steroids are not really deserving 
of the title ‘male hormones,” for they are elaborat- 
ed in almost the same quantities by women, though 
there may be a few qualitative differences. They are 
by no means “foreign” to women, and play an es- 
sential role in their bodily economy. The adminis- 
tration of androgens to women for specific purposes 
is not contraindicated on theoretical grounds, but 
extreme caution must be used in the selection of 
cases and in the total dosages employed. 


Table Iil-A. The Physiologic Action of Androgens in Women. 


Physiologic Action An Example of its Clinical Application 
. Androgenic activity Promotes acne, hoarseness, alopecia, hirsutism 
and eniargement of clitoris. (These are un- 
a. Skin and hair desirable side effects in women) 
b. Larynx 
c. Genitalia 
. Pituitary inhibition 


(May cause edema) 


Endometriosis; functional uterine bleeding 
Cyclic mastalgia 


Menopausal symptoms 
Premenstrual tension 


Dysmenorrhea 


1. The physiologic actions which androgens have in 
women are summarized in Table III-A. It will be 
noted that the pituitary effects and the metabolic 
effects are almost the same as those produced by 
the estrogens, whereas the androgenic and anti-es- 
trogenic effects are the direct opposite. From these 
facts it becomes obvious that whenever we wish to 
utilize steroids for their effect upon the anterior pi- 
tuitary gland, or for any of the metabolic effects, 
estrogens and androgens can be effectively com- 
bined. This is also true with respect to the allevia- 
tion of menopausal symptoms. When we wish to 
oppose the action of estrogens, androgens alone 
should be used. There are no clinical uses for the 
virilizing actions of the androgens in women, for in 
our culture these are all considered undesirable. 
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Table lll-B. A Clinical Definition of Dosage of Androgens 
for Women. 


Small Dose 
That quantity which, in one month, will have some metabolic or anti- 
estrogenic effect, but will produce androgenic effects in less than 
5 per cent of women. 
Moderate Dose 
The amount which, in one month, will have distinct metabolic and 
antiestrogenic effects and will produce some masculinizing symp- 
toms in more than 10 per cent of women. 
large Dose 
The quantity which, in one month, will usually inhibit pituitary gon- 
adotrophic function and will produce virilizing symptoms in most 
women. 


2. The dosage of androgens for women will natural- 
ly differ from that utilized in the male. The suggest- 
ed definitions in Table III-B are based on the amounts 
which will influence the pituitary gland or produce 
anabolic actions, coupled with the frequency of un- 
desirable side effects. The dosages refer to those 
listed in the next table, and are arbitrarily based 
upon the physiologic effects produced by four weeks 
of continuous therapy. Facial acne is the most com- 
mon side-effect, and occurs particularly in those 
women who have experienced acne in the past. 
Huskiness of the voice is perhaps the next most 
common complaint, although some degree of in- 
creased hair growth on the face may occur in the 
absence of voice changes. These effects are all re- 
versible if androgenic therapy is discontinued as 
soon as the symptom is noted. 

3. The best method of administration in almost every 
case is by the oral or sublingual route. Methyl testo- 
sterone is absorbed better from the buccal or sub- 
lingual region than from the stomach, and this is 
the usual method when androgens alone are indi- 
cated. Mixtures of estrogens and androgens are 
commonly used in a combined tablet for oral use. 
The sole excuse for parenteral androgens in women 
—aside from carcinomatosis—is their use in menor- 
rhagic disorders. Even here, however, they would 
seem to have no advantage over the use of proges- 
terone for the same purpose. 

4. Three types of preparations, with commercial 
examples of each, are listed in Table III-C. The 
parenthetical notations in Table III-D, following 
each indication, refer to any one of the products 
mentioned in the corresponding group of Table 
III-C, administered in the dosage and frequency 
shown in the last two columns. 

5. The clinical usefulness of androgens in women, 
as classified in Table III-D, is based upon personal 
opinion. Anyone who attempts to do this finds him- 
self on rather explosive ground, for the subject is 


1 o 
a. Gonadotrophic Suppression of ovulation ; 
b. Lactogenic Suppression of lactation 
3. Metabolic 
a. Protein anabolic Cachexia 
b. Anabolic for bone Osteoporosis i 
¢. Electrolyte retention 
4. Antiestrogenic 
a. Endometrium 
| 
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Table ill-C, Some Androgens and Their Approximate Dosages. 
Type of Androgen Examples of Com- How Often? 
mercial Products 
Test. Prop. in Oil. 


Dosage in mg. 
Small Mod. Large 
For parenteral 

administration: 

Testosterone 

propionate in oil 

Testosterone in 

aqueous suspen- 

sion 
. Mixtures of est- Premarin with MT 
rogen and methyl Estan 

testost: (MT) M with MT 

(for oral use) _Gynetone tabs. 

Sulestrex-MT 


Twice Weekly 


Weekly 


(Tablets contain Daily 
either 5 or 10 

mg. of MT, with 

varying amounts 

of estrogen.) 


. For sublingual 
Or oral use: 
Testosterone 
Methyl testos- 
terone 


Lingusorbs 20 60 
Metandren Linguets 

Neo-Hombreol-M 

Oreton-M 

MT-Mucorettes 


5 10 30 


in a state of flux. Gynecologists, whether they be 
androgen users or abstainers, often speak emotion- 


ally on the subject. It is believed, however, that the - 


recommended grading of usefulness represents a 
“middle of the road” viewpoint. 

6. In clinical practice, the use of small amounts of 
androgens during one phase or another of the 
menstrual cycle frequently gives a gratifying relief 
-of annoying symptoms, even though the modus op- 


Table Ill-D. The Usefulness of Androgens in Gynecology. 


. Of proven usefulness 
Selected cases of menopause (moderate doses; type 2; daily) 
Selected cases of endometriosis (moderate doses; type 3; 
daily) 
Premenstrual tension (Small doses; type 3; premenstrual only) 
Cachectic states (moderate doses; type 2 or 3; daily) 
. Possibly useful 
Cyclic mastalgia (moderate doses; type 3; premenstrual) 
Dysfunctional uterine bleeding (large dose; type 1; daily for 
3 to 5 days) 
Precocious puberty in girls (Small doses; type 3; continuous) 
Essential dysmenorrhea (moderate doses; type 3; preovula- 
tory) 
Advanced breast cancer (large doses; type 1) 
. Doubtful indications 
Frigidity 
Hyperemesis gravidarum 
Pregnancy toxemias 
Myomata 


erandi is poorly understood. For example, those 
women who complain of extreme premenstrual ten- 
sion (i.e. irritability, nervousness, and feelings of 
depression) are often relieved by as little as 5 mg. 
of sublingual methyl testosterone daily for the week 
preceding their expected period. Occasionally 10 or 
20 mg. are required, but even this amount, given for 
a few days each month, rarely produces any unde- 
sirable side effects. The same method is also useful 
in some cases of premenstrual breast pain. 

Most women with menopausal symptoms severe 
enough to warrant steroidal therapy respond more 


- favorably to a mixture of estrogens and androgens 


than to either alone. The advantage of the combina- 
tion is a reduced incidence of withdrawal bleeding 
(as compared to estrogens only) and a reduced in- 
cidence of masculinizing effects (as compared to 
androgens alone). The mixture is indicated particu- 
larly for menopausal women who respond to small 
doses of estrogen by uterine bleeding; who have 
endometriosis; who have had breast or genital car- 
cinoma; or who complain of asthenia or loss of 
libido. 

Prescriptions for any androgen-containing tab- 
lets, however, should be limited to a period of 
three months so that the woman may not go unob- 
served for longer periods of time. 

Androgens alone can be used as a temporary mea- 
sure in certain cases of endometriosis. In the young- 
er woman with acquired dysmenorrhea in whom 
early endometriosis is suspected but not proven, 
moderate doses of androgens given daily for one or 
two months may be of diagnostic value. When con- 
servative surgery has been done in order to preserve 
the childbearing function, androgens given inter- 
mittently may be of therapeutic value. Should any 
masculinizing symptoms develop, it must be remem- 
bered that large doses of diethylstilbestrol will like- 
wise produce an atrophy (but not a cure) of endo- 
metriotic implants. 

While it is true that many women respond to 
androgen therapy by a transient increase in the 
libido—especially if they are told that they are re- 
ceiving “male hormones”—this is a poor substitute 
for psychotherapy in cases of frigidity. 
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BY RAYMOND J. JACKMAN, M.D. 


Mayo Clinic and Mayo Foundation, Rochester, Minnesota 


Anal pruritus, in most cases, is psychogenic. However, local or systemic causes must be carefully considered. 

In the absence of specific cause, local treatment in general is a process of trial and error. Both physician 

and patient tend to overtreat. Reassurance thot anal pruritus is not a precursor of cancer, ond the setting up of 
a simple, definite routine wherein bland preparations ore locally applied, will give relief to the great majority 
of patients. “Anesthetic” ointments should be avoided because of the high incidence of sensitivity to them. 


Tue condition known as anal pruritus is a symptom 
of many conditions, not a disease entity. Conse- 
quently, there are several causes and no single plan 
of treatment will give all patients relief. 

Pruritus ani is a common condition, which occurs 
predominantly among males (about 70 per cent 
males to 30 per cent females). In the male it fre- 
quently is associated with perineal and scrotal itch- 
ing, while in the female vulvar pruritus commonly 
coexists. 

It seems reasonable to consider the causative 
factors under the three headings used by Nesselrod, 
with incidental modifications. The causes, then, can 
be considered (1) systemic, (2) local, and (3) psy- 
chic or functional. Many times these factors will over- 
lap, and although the anal pruritus of a given pa- 
tient may start from a purely local cause, subsequent 
developments may place it in the functional cate- 
gory. Even though local causes may be eliminated, 
the itching may persist. Good treatment consists 
of combating not one factor at a time but in treating 
as many factors as possible at the same time. 

Systemic Causes. Although the variety of systemic 
conditions which may cause anal pruritus is con- 


siderable, the pruritus of less than 5 per cent of all 
patients is of systemic cause. Probably the systemic 
factor which most commonly causes, or at least 
aggravates, anal itching is obesity. This cause could 
just as well be listed as psychogenic, since most 
authorities on obesity currently feel that the reasons 
for their patients being overweight are psychic. I 
do not mean to imply that all obese patients have 
anal pruritus. Nevertheless, anal itching is aggra- 
vated by obesity, which prevents ready ventilation 
of the area and allows accumulation of moisture, 
with resultant maceration and excoriation of con- 
tiguous surfaces of the skin. 

Other systemic factors which may cause general- 
ized pruritus, but rarely true anal pruritus. are 
jaundice, diabetes mellitus, and allergy. The last- 
named condition, allergy, will be discussed under 
local causes, because it is related to local medica- 
tion to which the patient may be sensitive. Ovarian 
dysfunction has been considered a cause of anal 
pruritus in a few cases and, in some instances, 
estrogenic therapy gives remarkable results. 

Once it has been determined that a systemic factor 
is the main or a contributing cause of anal pruritus, 
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Figure 1. So-called Whitehead deformity, or ectropion of rectal 


mucosa. Exposed rectal mucosa secretes mucus; this keeps the . 


perianal region moist and causes maceration and excoriation, 
with consequent perianal itching. 


treatment is obvious, and nothing more need be 
said on pruritus and systemic origin. 

Local Causes. Many a local factor may be con- 
sidered directly causative of, or at least contributory 
to, anal itching, and all the factors to be listed a few 
lines below account for an additional 25 per cent 
of the cases of anal pruritus. I wish to emphasize 
that elimination of a perineal draining sinus, with 
its resulting moisture, does not necessarily banish 
anal itching. In other words, although one of the 
few unequivocal statements that can be made about 
anal pruritus is that associated local pathologic 
processes should be eliminated, the functional ele- 
ment enters in most cases. 

Factors which usually are considered to be local 
causes of anal pruritus give rise to conditions which 
can be considered surgical or nonsurgical, as fol- 
lows: 

The surgical conditions include hemorrhoids, 
ectropion of mucosa or mucosal prolapse (Figure 1), 
perineal draining, sinuses such as a fistula or the 
sinuses of pilonidal disease, anal fissure or anal 
scarring, anal cryptitis, and anal or perianal con- 
dylomata acuminata. 

The nonsurgical conditions include psoriasis, 
seborrheic dermatitis, pinworms, fungous infec- 
tions, local allergy such as dermatitis venenata, 
poor anal hygiene, overtreatment, and anal pruritus 
following antibiotic therapy. 

Psychic Causes. This is an involved subject, con- 


sideration of which will be postponed for the 
moment. 
In general, diagnosis of the surgical as well a- 


‘of the nonsurgical conditions is accomplished afte: 


general and proctoscopic examination. Also, spe- 
cial examinations are ordered as they are indicated : 
they will be discussed as each local cause is take): 


up. 
Surgical Conditions 


As was stated briefly above, one of the few un- 
equivocal statements that can be made about ana! 
pruritus is that if there is a coexisting moisture- 
producing pathologic condition which is susceptible 
of surgical treatment, it should be eliminated. Some 
such conditions are prolapsing internal hemorrhoids, 
prolapsing rectal mucosa, a scarred anal sulcus, or 
an anal fissure. 

A statement frequently made by patients, and 
sometimes by physician-patients, is: “I have itching 
piles.” True, such a patient may have hemorrhoids 
with associated pruritus, but it does not necessarily 
follow that removal of the hemorrhoids will relieve 
the itching. Certainly removal of the hemorrhoids 
is justifiable, particularly if they contribute to 
moisture in the area, but the prognosis should be 
guarded. In my experience, about 25 per cent of 
such patients will obtain a variable amount of relief. 
However, creating a smooth anal margin by surgical 
methods will facilitate anal hygiene and thus do 
the patient good. Similar statements can be made in 
regard to perianal sinuses, rectal prolapse, scarred 
anal sulci, anal fissures, or anything which con- 
tributes to moisture in the area. 

Anal cryptitis as a factor in anal pruritus has been 
far overrated. Actually I rarely make the diagnosis 
of anal cryptitis. If the anal papillae are enlarged, or 
if a drop of pus is seen coming from a crypt, I pre- 
sume the diagnosis and surgical treatment are justi- 
fiable. 

Anal or perianal warts (condylomata acuminata) 
probably are surgical local factors in anal pruritus. 
These lesions are of variable size; exceptionally | 
have seen them as large as golf balls. They are 
warty or cauliflowerlike. They produce a profuse. 
foul-smelling, watery discharge and may extend 
well up on the rectal mucosa. They presumably re- 
sult from inflammation and are best treated by ap- 
plication to each wart of 20 per cent solution of 
podophyllin in ethyl alcohol. This application is 
made after the adjacent normal skin has been pro- 
tected by a coating of zinc oxide ointment or 
petroleum jelly. The patient is instructed to wash 
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the area with soap and water twenty minutes after 
the podophyllin has been applied. If this is not done, 
severe sloughing may occur. A second application 
of podophyllin may be necessary but it should be 
delayed until four or five days have passed since the 
preceding application. Even then a second applica- 
tion is permissible only if there is no indication of 
sloughing. 

Warts in the anal canal itself, warts on the rectal 
mucosa, or relatively large warts probably are best 
treated by fulguration or local excision under 
anesthesia. Application of podophyllin inside the 
anal canal or rectum may cause considerable slough- 
ing of tissue in that area, owing to the fact that the 
patient has difficulty in removing the podophyllin. 

These warts tend to recur. In my experience a 
fractional dose or two of roentgen rays to the area, 
after the existing warts have been removed, is help- 
ful in obviating recurrences. This is one of the very 
few conditions in which roentgen therapy is indi- 
cated for anal pruritus. In addition, the patient 
should be instructed in a routine of local hygiene 
such as cleansing the area with Hamamelis water 
(witch hazel water), drying the area, and dusting 
on a drying powder such as zinc stearate. 


Nonsurgical Conditions 


The lower sacrococcygeal zone, the gluteal cleft, 
aud the perianal area, taken together, are fairly 
common sites for psoriasis (Figure 2). This should 
come to mind, particularly if there are psoriatic 
lesions elsewhere on the body. In the gluteal fold 
and perianal area, because of moisture, the charac- 
teristic silvery, scaly appearance may be absent. 
Psoriasis accounts for 2 per cent or less of cases of 
anal pruritus. Ultraviolet light and preparations of 
crude coal tar are helpful in treating this condition. 

The lesions of seborrheic dermatitis usually have 
sharp margins. They occur in the gluteal fold and 
perianal area where cutaneous surfaces are approxi- 
mated. They are tan or yellow and usually respond 
best to 1 per cent sulfur ointments or drying lotions 
containing resorcinol. Seborrheic dermatitis ac- 
counts for 2 per cent or less of cases of anal pruritus. 

Pinworms, although frequently considered causes 
of anal pruritus, actually are factors in only about 
2 or 3 per cent of my cases. In pediatric practice, or 
in certain geographic areas, the incidence may be 
considerably higher. Pinworms should be con- 
sidered when anal itching occurs in childhood. The 
tiny, threadlike worms sometimes are seen on 
proctoscopic examination. Microscopic examination 
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of the stool, or use of a cellophane-tipped swab in 
an attempt to recover the ova, however, probably 
yields more positive results. Theoretically, the in- 
festation is self-limited if the cycle, hand-from-anus- 
to-mouth, can be broken, but to break it seemingly 
is very difficult. Gentian violet, given in an enteric- 
coated tablet of 1 grain (0.065 Gm.) three times 
daily before meals for a week, has proved effective. 
After a week of rest a second course should be given. 

The role of anal or perianal fungous infections, in 
my opinion, has been far overemphasized. Some 
authors have stated that fungous infections occur 
in almost 100 per cent of cases of anal pruritus. 
Actually, they play a role in about 3 per cent or less 
of cases. Although in scrapings from the area, pre- 
pared in solution of sodium or potassium hydroxide, 
and studied microscopically, mycotic organisms 
may be found in most instances, it is a superimposed 
process. Fungicide ointments, such as half-strength 
Whitfield’s ointment, help only a small percentage 
of patients. 

The gross appearance of the perianal skin in the 
presence of fungous infections is not particularly 
characteristic, since the picture usually is masked 


Figure 2. Psoriasis in cleft of gluteal fold. Typical, white, scaly 
appearance is absent because of moisture. Notice involvement of 
fingernail on the right. 
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by previous treatment or by the insults inflicted by 
scratching. Fungous infection may be suspected if 
there is an epidermophyton infection on the feet. 
An edematous or sodden perianal skin may arouse 
suspicion. 

Local allergy and dermatitis venenata are forms 
of contact dermatitis in which the patient is sensi- 
tive to some substance applied locally. Usually the 
substance is an anesthetic preparation for topical 
application. This subject possibly might better be 
discussed under the heading of overtreatment. But, 
in any event, the redness and edema of the perianal 
skin, extending on to the scrotum or vulva and the 
buttocks, are of striking appearance. The patients 
are acutely uncomfortable from intense itching and 
burning and their management is best undertaken 
in a hospital. The use of sedatives and local appli- 
cation of moist packs of 0.5 per cent aluminum 
subacetate are effective after the offending local 
medication has been discontinued. Antihistaminics, 
such as 50 mg. of tripelennamine hydrochloride 
(Pyribenzamine) or of methapyrilene hydrochloride 
(Thenylene Hydrochloride), may be of some value. 

Poor anal hygiene and overtreatment can best be 
discussed together. In general, the tendency of both 
physician and patient is toward overtreatment. 
Many patients will scrub the area with soap and 
water several times a day. The trauma of this causes 
desquamation of the protective superficial epitheli- 
um, thus making an already sensitive area much 
more responsive to slight irritation. In keeping with 
this thought, the patient should be advised against 
scratching, for this invariably aggravates the itching. 
Most patients are aware that scratching entails a 
penalty of more severe itching later on. 

Meticulous local hygiene can do much more to 
produce or aggravate anal pruritus than can poor 
anal hygiene. Many patients, devoid of local 
pathologic changes at inception of the itching, are 
guilty of scratching or overtreatment, and these 
rapidly induce local cutaneous changes which them- 
selves cause itching. If there is a tendency toward 
itching, cleansing with toilet tissue, sponging with 
Hamamelis water, drying, and dusting on of a bland 
powder such as zinc stearate, is adequate hygiene. 

Anal pruritus following antibiotic therapy is of 
somewhat common occurrence in recent years. The 
patient usually says that the anal itching began with 
oral administration of chlortetracycline or oxy- 
tetracycline, in the course of such administration, 
or following it. Usually little is to be seen in the 
anal or perianal area except, perhaps, excoriations 
from scratching. 
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One explanation of this type of anal pruritus is 
that Monilia, a normal inhabitant of the intestinal! 
tract, grows more abundantly because the organisms 
which normally inhibit its growth have been elimi- 
nated by the antibiotic. The itching may persist for 
several months after use of the antibiotic has been 
discontinued, but presumably the discomfort wanes 
as the normal intestinal flora is re-established. Local 
application of a 1 or 2 per cent solution of gentian 
violet is effective in combating Monilia. 


Psychogenic Anal Pruritus 


his condition accounts for 70 per cent of cases 
of anal pruritus although, as has been indicated, 
local causes frequently coexist with a functional 
element. The diagnosis is made by exclusion and 
by recognition of the psychic factors concerned. 
In my experience the incidence of anal pruritus 
among patients who have duodenal ulcers or mi- 
graine—that is, among so-called nervous persons 
—is striking. 

Patients who have anal pruritus require a con- 
siderable portion of the physician’s time. It is not 
enough to write a pet prescription and to fail to 
take into consideration the general make-up of the 
patient. The proctologist, dermatologist, and some- 
times the psychiatrist, must co-operate in treating 
some of these patients. Moderation in habits of 
living will need to be stressed to some of them. 
Finally, treatment of this group of patients can be 
divided into (1) psychotherapy, (2) local applica- 
tions, (3) oral medications, and (4) radical meas- 
ures. 

Psychotherapy. In my experience, the simple as- 
surance that the itching is not indicative of a con- 
dition which will be followed by cancer frequently 
is all that is necessary to relieve the patient’s anx- 
iety and also his pruritus. Obviously, any such 
psychotherapy has to be attended by painstaking 
and time-consuming elicitation of the history and 
performance of examinations. The quality of psy- 
chotherapy practiced of course varies with the pa- 
tient. The general practitioner or family physician 
usually can do his own psychotherapy for the con- 
dition here considered. In some instances, how- 
ever, it is wise to call in an expert psychiatrist. 

Local Measures. Usually these are combined with 
psychotherapy and, in general, local treatment of 
nervous” people is a process of trial and error. 
The tendency is to overtreat which, as has been 
said, may make the itching more severe. Certainly, 
at first local measures should be such simple ones, 
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mentioned before, as cleansing the area with a 
piece of cotton saturated with Hamamelis water, 
drying the area, and dusting it with zinc stearate 
powder. In addition, particularly if a patient is 
obese or muscular, and if moisture is a factor, the 
patient may be advised to wear a wisp of cotton so 
placed as to keep opposing cutaneous surfaces 
apart and to promote dryness. The patient is in- 
structed to treat the area as has been described 
after each bowel movement and before going to 
bed. He is also advised that scratching will only 
accentuate the itching. 

Whatever plan is followed, it should be adopted 
as a routine and carried out whether or not itching 
is present. If the zinc stearate powder and cotton 
do not seem to be adequate in controlling moisture, 
the use of calamine-starch lotions is indicated. 
Bathing the area with a bland preparation such as 
is used in the colloid bath is helpful, particularly 
if the skin appears to be sensitive to some pre- 
viously used preparation. 

Just as is true of psychotherapy in general, so 
does local treatment used as an adjunct to such 
therapy have to be adapted to the individual con- 
cerned. For instance, the patient’s occupation must 
be taken into consideration. If he travels a great 
deal, or lacks modern bathroom facilities, he cannot 
be expected to follow a routine such as can be 
expected of those who have little else to do. In 
such unfavorable circumstances, the following pre- 
scription is of great help: 


0.60 
Liquor calcium hydroxide............++ 120.00 


The foregoing lotion is applied to the area of 
the pruritus after it has been cleansed with Hama- 
melis water. 

Dryness of the perianal skin may be a factor 
after long-continued use of carbolated lotions or 
ointments. In such instances, substitution of equal 
parts of olive oil and lime water for the zinc 
stearate powder may be effective. Sometimes wear- 
ing a fan-shaped piece of cotton moistened with 
cold castor oil will give more relief than does the 
olive oil-lime water mixture. Still other patients 
will be helped by application of 3 per cent ichthyol 
in zinc oxide ointment. : 

Oral Medication. Barbiturates may be valuable 
adjuncts to psychotherapy and local measures. 
Antihistaminics, such as methapyrilene hydro- 


chloride (Thenylene Hydrochloride) or tripelen- 
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Figure 3. Actinodermatitis, with anal and perianal ulceration, 
resulting from overdosage of roentgen rays. — 


namine hydrochloride (Pyribenzamine), have been 
of some help and should be given a trial. The 
dosage of each is 50 mg., one to three times daily. 

Cortisone has been reported by some to be of 
value in severe cases, in which everything else has 
failed. It seems to me, however, that cortisone 
should be held as a last resort. The condition here 
considered is psychogenic; moreover, use of corti- 
sone may be attended by undesirable side effects. 
The topical applications of an ointment containing 
2.5 per cent of hydrocortisone acetate has recent- 
ly received good reports in the literature. 

Radial Measures. Before radical procedures are 
instituted in a case of psychogenic pruritus, it is 
understood, of course, that all systemic and local 
factors have been ruled out and that the usual 
methods of treatment have not given the patient 
relief. For radical treatment, various surgical pro- 
cedures have been tried with variable results. One 
of these is the Ball undercutting operation. An- 
other is the clover-leaf operation, which consists 
of three or four radial excisions of perianal skin, 
leaving strips of intervening skin. 

There are several modifications of the above pro- 
cedures, all of which afford some temporary relief 
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but, of course, the nerves eventually regenerate. 
The advocates of these procedures feel that they 
do break the “‘cycle” (that is, the perianal itching 
aggravates the nervousness and sleeplessness, which 
in turn aggravates the itching). Similar advantages 
have been claimed for tattooing or injection of oil- 
soluble anesthetic preparations. 

My experience has been limited principally to 
perianal, subcutaneous injection of 40 per cent 
ethyl alcohol. The procedure is carried out under 
caudal and sacral block anesthesia. It is attended 


Activity of the responsible rheumatic process is one 
of the established contraindications to surgical opera- 
tion for correction of rheumatic valvular disease. 
However, it is understood that “activity” in this 
sense refers to clinical evidence of such activity. 
Thus it is now well known that, in cases judged not 
to have clinical evidence of activity, Aschoff bodies 
are frequently discovered in a left auricular append- 
age that has been amputated at the time of operation 
on the mitral valve. Long-term postoperative observa- 
tion will be necessary before it is known whether or 
not such histologic evidence of rheumatic activity 
has a bearing on the progress of patients subjected to 
surgical operations on the heart valves. 

Meanwhile, however, another point of interest has 
been clarified. This concerns the incidence of dis- 
covery of evidence of rheumatic activity elsewhere in 
the myocardium in relation to the presence or 
absence of Aschoff bodies in the left auricular ap- 
pendage. Thus, Kuschner and Levieff studied the 
hearts of forty patients known to have rheumatic 
heart disease. In nine cases, Aschoff bodies were 
found in the auricular appendage, and in all of 
these, evidences of activity were found elsewhere in 


Aschoff Bodies in Auricular Appendage 


by some danger; that is, sloughing may occur in 
about half the cases in which it is used, and the 
resultant ulcer may heal very slowly. The procedure 
does have a place, however, and of all radical pro- 
cedures tried, it offers the greatest chance of relief. 

Roentgen therapy seems to give many patients 
temporary relief, but it carries the inherent danger 
of overdosage, with resulting x-ray burns and pos- 
sible malignant degeneration (Figure 3). It is best 
to leave this form of treatment to an experienced 
radiologist. 


the heart. In six cases, the appendage was negative, 
but active lesions were found in other sites. The 
authors concluded: 

“The presence of rheumatic activity in the left 
appendage would seem to indicate that lesions are 
very likely to be present elsewhere in the heart. 
The absence of Aschoff bodies in the left appendage 
does not preclude the possibility of activity at other 
sites in the heart.” (Am.J.M. Sc., 226:290, 1953.) 

In a related study, McNeely, Ellis, and Harken 
evaluated the influence of various factors on the 
incidence of reports of Aschoff bodies in auricular 
appendages amputated at the time of operations for 
mitral stenosis. In 183 cases suitable for evaluation, 
45.4 per cent of biopsy specimens contained Aschoff 
bodies. Factors that influenced the likelihood of a 
positive report were: (1) age of the patient (pro- 
gressive decrease in positive reports with advancing 
years); (2) sex (more likely in females); and (3) 
cardiac rhythm (more likely in presence of normal 
sinus rhythm than in auricular fibrillation). There 
was no higher incidence of mortality or operative 
complications in the positive group. (Circulation, 
8:337, 1953.) 
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Dual Medication in Acute Alcoholism 


BY GERALD A. SULLIVAN, M.D. 


Medical Director, The Keeley Institute, Dwight, Illinois 


Treatment of chronic alcoholism often begins as a problem of sobering up a patient who has drunk a large amount 
of alcohol just before admission to a hospital. For most cases of this kind, oral administration of mephenesin 
(1.0 Gm.) and Sedamyl (0.26 Gm.) five times a day speeds soberization and rapidly controls the patient's 


excitement and confusion. 


THE management of chronic alcoholism often begins 
as a problem of acute intoxication. In fact, more 
often than not, it is obvious that a considerable 
quantity of alcohol has been consumed within the 
previous twenty-four hours. 

Before correction of the chronic condition can be 
initiated, it is necessary to alleviate the acute symp- 
toms as promptly as possible. 

Before this study was begun, our treatment for 
soberization in acute alcoholism consisted of intra- 
venous administration of mephenesin as soon as pos- 
sible after arrival, followed by 0.5 Gm. of the same 
drug orally every two hours from 7:00 a.m. to 9:00 
p.M. In addition to the above, the patient was given 
barbital at bedtime, in decreasing doses for the first 
three days. The original dose, according to indica- 
tion, was from 5 to 15 gr. Gradual withdrawal of 
alcohol is also part of the early treatment. 

This study was instituted in the hope that a more 
satisfactory regimen could be substituted, with the 
elimination of barbiturates and intravenous therapy 
in the majority of cases of acute intoxication. Hence, 
it is the purpose of this study to provide an answer 
to the following questions: 


1. Can the soberization period be shortened by 
only oral medication in the routine care of acute 
alcoholism? 

2. Can barbiturates be eliminated during the 
period of soberization ? 

3. Can hangover syndrome be made more toler- 
able for the patient with relief of “jitters” and 
tremors ? 

4. Can intravenous therapy be eliminated in most 
cases? 

5. Does such medication have any contraindica- 
tion or side reaction ? 

It is realized that certain cases require intravenous 
therapy, which should be continued when indicated. 


Method of Study 
The number of patients observed in this study 


was 111, of which 103 were men and 8 were women. 
The average age was 46% years; the youngest was 
26 and the oldest, 72. All had consumed some form 
of alcoholic beverage within four hours prior to ad- 
mission. The control group consisted of seventy- 
four patients under the same conditions. All pa- 
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tients in both groups were, therefore, in a state of 
intoxication varying from mild to severe. The de- 
gree of intoxication at the time of admission was 
graded 1, 2, 3, or 4 plus. 

The medications used in this study were (a) 
mephenesin (Kinavosyl, Schenley) in tablets con- 
taining 0.5 Gm. each; (b) acetylbromdiethylacetyl- 
carbamid (Sedamyl, Schenley) in tablets containing 
0.26 Gm. each. 

Mephenesin is known as an internuncial blocking 
agent, with some sedative action which might better 
be described as a relaxing effect. Acetylbromdie- 
thylacetylcarbamid is a sedative, and was chosen 
because it is not a barbiturate and possesses certain 
advantages over the barbiturates in the treatment of 
alcoholism. It is not eliminated by the kidneys, but 
is destroyed within the body. 

The medication routine was as follows: Following 


complete history and examination, each patient was . 


given two tablets (1.0 Gm.) of mephenesin, and one 
tablet (0.26 Gm.) of Sedamyl. The above dosage was 
continued during the withdrawal period approx- 
imately ninety-six hours as follows: at 8:00 a.M., 
12:00 noon, 4:00 p.m., 8:00 p.m., and bedtime. Thus 
each patient in this study received a total daily dos- 
age of 5 Gm. of mephenesin and 1.3 Gm. of Sedamyl. 

The control group received intravenous me- 
phenesin, 20 cc., as soon as possible after registra- 
tion, followed by the same medication orally—0.5 
Gm. every 2 hours from 7:00 a.m. through 9:00 p.m. 
Thus each patient received 4.0 Gm. of mephenesin 
per day during the withdrawal period. The average 
dosage of barbital for the control group was 0.6 
Gm., given at bedtime the first day of admission, 
followed by routine reduction for the next forty- 
eight hours. 

All of the patients were observed four times daily 
to ascertain the degree of intoxication, excitement, 
confusion, tremor, anxiety, and speech difficulty 
The temperature and pulse were recorded at the 
time of admission and twice a day thereafter through 
the period covered in this report. 


Results 


The average degree of intoxication of the entire 
group at the time of admission was 3 plus. Table I 
reveals the percentages of the study and control 
groups as to soberization at: 


Table 1. 
12 24 36 48 
48% 80% 95% 
24% 62% 92% 


Study group 
Control group 


About 60 per cent of both groups revealed 1 plu. 
excitement on admission. Table 2 reveals the per- 
centages free from excitement at: 


Table 2. 
12 24 36 48 72 96 hours 
Study group 27% 70% 90% 98% 98% 100%; 
Control group 20% 53% 71% 86% 90% 97% 
The majority of the study group manifested an 
average of 1 plus confusion at the time of admission. 
The average of the control group was also 1 plus. 
Table 3 shows the percentages of patients free of 
confusion at the end of: 


Table 3. 

12 24 36 48 72 96 hours 
36% 71% 82% 93% 98% 99% 
20% 53% 71% 86% 90% 97% 

Ninety-one of the study group showed an average 
of 2 plus anxiety on admission. Table 4 reveals the 
percentages of the study group free from anxiety at: 


Study group 
Control group 


Table 4. 
12 24 36 48 72 96 hours 
19% 44% 61% 82% 91% 96% 
Seventy-four patients of the study group showed 
an average degree of 1 plus tremor at the time of 
admission. Table 5 reveals the percentages of pa- 
tients free from tremor at: 


Study group 


Table 5. 
12 24 36 48 72 96 hours 
14% 31% 44% 54% 71% 98% 
Eight patients of the study group were inarticu- 
late and seven were incoherent at the time of admis- 
sion. Both symptoms had entirely disappeared with- 
in twelve hours from the time treatment was begun. 


Study group 


Conclusions 


1. The soberization period in a routine case of 
acute alcoholism can definitely be shortened by such 
oral therapy as was used in this study. To substan- 
tiate this conclusion, 80 per cent were sober within 
thirty-six hours, as compared with 62 per cent of 
the control group. 

2. The results indicate that the use of barbiturates 
may be completely eliminated during the soberiza- 
tion stage in the routine case of acute alcoholism. 
Ninety per cent were entirely free of excitement at 
the end of thirty-six hours, as compared with 71 
per cent of the control group. 

3. There were better results in the study group, 
from the standpoint of soberization, excitement, and 
confusion. Therefore, the hangover syndrome was 
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much more tolerable for the patients treated in 
this manner. 

4. It would appear from the results of this study 
that intravenous therapy may usually be eliminated. 
In addition, in the control group where mephenesin 
was used intravenously, vein irritation resulted fre- 
quently, regardless of the rate of injection or the size 
of the needle used. 

5. Routine through-the-day medication of a non- 
barbiturate sedative combined with a myorelaxant 


can definitely control anxiety and tremor of acute 
alcoholism. 

6. This investigation revealed no evidence of un- 
desirable side reactions or any contraindications. 
When the medication was discontinued at the con- 
clusion of the soberization period, no withdrawal 
symptoms were encountered. 


A bibliography accompanying this article is available upon 
request from the Editorial Office of GP. 


Management of Cerebral Vascular Accidents 


In THE Annals of Internal Medicine for October, 
1953, Dr. J. M. Nielsen presented the following 
discussion of the problem of hemiplegia with coma 
or with unreliable or unknown history. 

*One makes a good general examination, a neuro- 
logic examination and a laboratory study. A few 
hours after this is completed, diabetes or hypo- 
glycemic coma is proved or excluded, the spinal 
fluid characteristics are known, the pupillary reac- 
tions are determined, and it is clear whether the 
hemiplegia is flaccid or spastic. Now, assuming that 
some sort of cerebral vascular accident is the cause 
of the coma and that the condition of the cardio- 
vascular system is compatible with hemorrhage, 
thrombosis or embolism, one must still consider 
subdural hematoma. If the spinal fluid is slightly 
pink the question of xanthochromia is important 
for, if the centrifuged supernatant fluid is clear, 
one has an acute condition, while if it is xantho- 
chromic there was trouble before the loss of con- 
sciousness. A pink color without crenated red cells 
in the spinal fluid is compatible with hemorrhage, 
embolism, or subdural hematoma, because the 


arachnoid may be slightly broken. 

"Under such circumstances one may proceed with 
an angiogram or with trephining to exclude or 
demonstrate a subdural hematoma. In good hands 
the burr hole procedure is less dangerous than the 
angiogram and will result in a cure if the hematoma 
is found, whereas the angiogram is more formidable 
and provides only a diagnosis. If the burr holes (one 
on each side) show no evidence of hematoma and no 
source of embolism can be discovered, one can 
proceed to treat for cerebral hemorrhage. 

‘Accurate localization of an intracerebral hemor- 
rhage, of a type amenable to surgical intervention, is 
almost impossible while the patient is in coma. 
Therefore, one delays until the case is studied 
further. 

“If the findings are such as to indicate cerebral 
thrombosis (clear spinal fluid), one can proceed 
with angiogram, but greater benefit is apt to accrue 
from intravenous procaine (500 mg. in 500 cc. of 
saline) infused in two hours. While a stellate block 
in experienced hands is equally efficacious, the 
procaine method is available to any practitioner.” 
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Practical Cherapeutics 


BY WALTER KEMPNER, M.D. 


Department of Medicine, Duke University School of Medicine, Durham, N.C. 


Tue death rate in this country from hypertensive 
vascular disease, arteriosclerosis, and kidney dis- 
ease leading to heart failure, coronary thrombosis, 
stroke, or uremia is greater than that of any other 
group of diseases. According to the latest statistics 
available, these diseases kill three times as many 
people as cancer, seven times as many as accidents, 
and twenty times as many as tuberculosis. In addi- 
tion to causing more deaths than cancer, tubercu- 
losis, and accidents together, they also make many 
more chronic invalids: the heart cripples incapaci- 
tated by shortness of breath, anginal pain, and 
dropsy; the kidney cripples with uremia; those 
blind from vascular retinopathy; and the paralytics 
unable to talk, to swallow, or to use their limbs. 

The time has passed when this problem could be 
brushed aside with the argument that these diseases 
must run the inevitable course of progressive degen- 
eration. Just as it is unjustifiable to delay treatment 
in cases of cancer or tuberculosis, it may before long 
be considered malpractice for a physician to treat 
patients with hypertensive vascular disease or 
chronic heart and kidney disease with sympathetic 
generalities such as “take it easy,” or “don’t wor- 
ry,” or “forget about it.” 

When between April and July, 1944, the first 
three reports on the rice diet appeared, the results 
were received with a good deal of skepticism. These 
reports showed the effects of the rice diet on 150 
patients treated between 1939 and 1944. The main 
findings were: in a large percentage there was a 
marked decrease in blood pressure, the enlarged 
heart became normal in size, the inverted T, in the 
clectrocardiogram became upright, hemorrhagic 


GP e March, 1954 


Radical Dietary Treatment of Hypertensive and Arteriosclerotic Vascular 
Disease, Heart and Kidney Disease, and Vascular Retinopathy 


exudative neuroretinopathy disappeared, and the 
elevated blood nonprotein nitrogen and serum 
cholesterol decreased to normal. 

The years between 1944 and 1954 have helped 
us not only to confirm and extend, with more than 
2,000 cases, the results originally reported in 150 
cases but have also produced a complete change in 
the attitude of those who, a few years ago, flatly 
stated that diet has no place in the treatment of 
hypertensive vascular disease and arteriosclerosis. 

A brief summary of the facts which gradually 
brought about this change will be given, not because 
of academic or historical interest, but because a 
knowledge of the scientific basis of this treatment 
has a direct bearing on the practical therapeutic 
success with the individual patient. Without this 
knowledge the physician will not be able to enforce 
the diet and to supervise the patient intelligently. 
Furthermore, no dietary treatment which involves 
such drastic restriction and daily sacrifice is con- 
ceivable without a great deal of self-discipline and 
will power on the part of the patient, and no phy- 
sician will be able to convince the patient of the 
necessity for this unless he is himself convinced by 
the scientific facts. 


Salt Restriction 


Salt restriction of varying degrees was in com- 
mon use at the beginning of the century in the 
treatment of heart and kidney disease and hyper- 
tension, and was again advocated in the twenties by 
Allen in this country and by Volhard in Europe. 

In 1922 Allen published a report on 180 patients 
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VOLUME PERCENT OXYGEN CONCENTRATION 


American Review of Tuberculosis, 1939 


Figure 1. Effect of various oxygen concentrations on rate of respiration (1 mg. tubercule bacteria, 38° C.). 


with hypertension. Their diet was regarded as 
**salt free” when the chloride content of the urine 
(expressed as sodium chloride) was not more than 
500 mg. a day. In 125 patients a decrease in blood 
pressure was found. 

The response to Allen’s paper was discouraging. 
The Journal of the American Medical Association 
made the following comment in an editorial: “Late- 
ly, therapeutic success has been made to correspond 
with restriction in salt intake. What the next 
fashion in dietary proscription will be remains to be 
learned.” Other authorities argued that it is hard 
to believe that a reduction in salt intake from 2 Gm. 
to 0.5 Gm. would prove so much more effective 
than the restriction from 10 Gm. to 2 Gm., as had 
been tried frequently. 

This argument shows clearly the chief difficulty 
which many physicians and most patients have in 
understanding the meaning of the word “restric- 
tion,” although there are numerous biologic proc- 
esses where an analogy might be found. For ex- 
ample, a reduction of the oxygen concentration 
from 100 to 10 vol. per cent merely lowers the oxy- 
gen saturation of the hemoglobin from 100 to go 
per cent. In order to produce a significant lowering 
of the oxygen saturation, the oxygen concentration 
must be reduced still further. The dependence of 
cellular respiration on variations of the oxygen con- 
centration is another phenomenon of this kind. 
Here too one fails to find any effect unless the oxy- 
gen concentrations are reduced to minimal values 
(Figure 1). 


Physicians who are familiar with the treatment of 


various allergies could give examples of a similar 
kind, and any patient who has suffered from poison 
ivy knows that it might not help him enough if 
instead of touching 100 poison ivy leaves he touches 
only 10 or 20. 

With this in mind it should be possible to under- 
stand that, in certain diseases, an increase from 10 
Gm. to 20 Gm. of salt per day or a decrease from 10 
Gm. to 2 Gm. may be virtually ineffective, and that 
nevertheless significant changes might occur if the 


daily salt intake were decreased from 2 Gm. to 0.3 
Gm. or below. 


The Rice Diet 


The salt restriction in the rice diet is more rigid 
than in any other diet used in the treatment of acute 
and chronic kidney disease, hypertensive vascular 
disease, arteriosclerosis, heart disease, and vascular 
retinopathy. It contains, in 2,400 calories, 70 mg. 
to 120 mg. of sodium and 140 mg. to 240 mg. of 
chloride. This can be further reduced by eliminat- 
ing all fruit and fruit juices and allowing only white 
rice, tea, and white sugar. Such a diet contains, in 
2,400 calories, 20 mg. Na and 70 mg. Cl. In a num- 
ber of cases we have also used exchange resins in 
addition, to remove sodium from the gastrointes- 
tinal tract. However, this paper will not include the 
results of the “‘sub-basic”’ diet nor of the additional 
use of resins but will be confined, unless specifically 
stated, to the effects of the ordinary basic rice diet— 
without any medication except additional vitamins 
A, B, C, D. The rice diet is monotonous, but it has 
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the practical advantage of simplicity. No elaborate 
directions are necessary, and it is easy to prepare. 

The urinary excretion of chloride after one to 
two months on the basic rice diet (Figure 2) is be- 
tween 2 and 10 mg. per 100 cc. of urine (expressed 
as NaCl: about 100 mg. per day). The urinary 
sodium excretion is between 0.3 and 2 mg. per 100 
cc. Figures higher than these, except in patients 
who are losing edema or who are chronic or acute 
“salt losers,” show that either intentionally or in- 
advertently errors have been made in the diet. 

The chief danger of rigid dietary restriction of 
NaCl is “‘salt-losing,” with resulting hypochloremia 
and/or hyponatremia, which may frequently be 


combined with hyperkalemia, alkalosis, or azotemia. 

In nineteen out of twenty patients who show no 
signs of advanced renal impairment, the extreme 
restriction of NaCl in the rice diet is well tolerated 
because a normal undisturbed renal regulatory 
function achieves a maximum conseryation of sodi- 
um and chloride and the serum equilibrium is 
maintained. A moderate drop in serum chloride 
and a corresponding increase in bicarbonate occur. 
Sodium, potassium, and total ionic concentrations 
remain essentially unchanged. However, in one case 
out of twenty, electrolyte disturbances may develop 
on the rice diet in spite of the fact that urinary 
findings as well as kidney function tests seem to 
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Figure 2. Urinary excretion (Gm. in twenty-four hours) on “normal” diet and rice diet (for two months or more). 
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indicate an undisturbed renal function. 

In most patients with severe primary or secondary 
renal impairment, difficulties may be expected be- 
cause the regulatory mechanism of the kidney is 
upset. The loss of sodium and chloride in the urine 
is greater than the intake in the diet, and this may 
lead to hypochloremia and hyponatremia, accom- 


panied by one or several of the following clinical 


manifestations: apprehension, psychotic behavior, 
drowsiness, weakness, headache, anorexia, nausea, 
diarrhea, muscular cramps, twitching, tachycardia, 
peripheral circulatory collapse, uremia (Figures 3 
and 4). A dangerous increase in serum potassium 
may also occur, resulting in paralysis of the peri- 
pheral muscles (which is particularly serious if the 
respiratory muscles are involved) and in damage to 
the heart muscle even to the degree of cardiac 
arrest. 

It should also be kept in mind that salt depletion 
may be caused by extrarenal factors such as profuse 
sweating, excessive secretion from the respiratory 
tract, bile drainage, or suction of the stomach. 


E.S. (m, 45) 


RICE DIET 
MODIFICATIONS 


If these electrolyte disturbances are not recog- 
nized soon enough, the consequences may be seri- 
ous. Medical writings of the past few years repeat- 
edly stress the dangers of low sodium diets because 
of the possible fatal outcome of salt deprivation. 

It is, therefore, obvious that the rice diet, which 
has the most drastic form of salt restriction, is a 
dangerous treatment. This is not an argument 
against the treatment but only an argument against 
using this treatment where there are no facilities 
for constant clinical and chemical control and where 
the patient is not able or not willing to submit to a 
rather long test period. Fifteen years ago, we 
thought a test period of two or three weeks would 
be sufficient. Later on this was extended to two or 
three months, and now we keep our patients here 
under daily supervision for four months. The pa- 
tients are not hospitalized unless they are critically 
ill or there is some other special reason. Most of 
them stay in hotels, or in private homes, or in one 
of the “rice houses.” When there is no specific 
contraindication, they are instructed to lead nor- 
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mal active lives. After the four months, the patients 
return home to the care of their family physician 
who should check them frequently, observe their 
progress, and encourage them to follow conscienti- 
ously the regimen worked out for them. They usual- 
ly do their work and carry on their ordinary activ- 
ities. Every two to six months, they should return 
for two to fourteen days, so that it can be deter- 
mined whether further modification of the diet is 
indicated, or whether some of the additions previ- 
ously given should be discontinued. Urine speci- 
mens are sent to our laboratory at least once or twice 
a month in the intervals between examinations. 


Fat and Cholesterol Restriction 


Of all the diets used in the treatment of acute and 
chronic kidney disease, hypertensive vascular dis- 
ease, arteriosclerosis, heart disease, and vascular 
retinopathy, the rice diet contains the smallest 
amount of fat (less than 5 Gm. in 2,400 calories), 
and it contains no cholesterol. 

According to Watt and Merrill, 300 Gm. of white 
rice (dry weight) contains 0.9 Gm. of fat; 12 oz. of 
orange juice and 12 oz. of grapefruit juice together 
contain 1.05 Gm.; 1 lb. of apples, 1 lb. of grape- 
fruit,and 1 Ib. of peaches together contain 2.7 Gm.; 
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Figure 4. Azotemia following hypochloremia in patient on rice diet (E.S.-m. 45). 
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total daily fat intake thus being 4.65 Gm. 

Attempts to replace the rice diet by other food 
combinations have, as far as salt restriction is con- 
cerned, been aimed in the right direction. However, 
the fat content has not been kept low enough. Even 
the substitution of one cereal for another may alter 
this decisively. Thus, 300 Gm. of oatmeal (dry 
weight) contains 22.2 Gm. of fat, compared to 
0.9 Gm. in the same amount of rice. Grollman and 
Harrison tried to modify the rice diet and make it 
more palatable by adding meat, butter, eggs, and 
dialyzed milk. This diet contains only three times 
as much NaCl as the rice diet, but more than 
twenty times as much fat. 

Even if the salt content of such a diet were lower, 
the excessive amount of fat would still make it un- 
suitable in view of the fact that more than 70 per 
cent of the patients with hypertensive vascular dis- 
ease who were treated.here with the rice diet had a 
serum cholesterol level of more than 219 mg. per 
100 cc. serum (average: 280 mg.) before beginning 
the diet. 

When I showed a chart illustrating that the rice 
diet lowers the serum cholesterol concentration of 
patients with kidney disease and hypertensive vas- 
cular disease, ten years ago at the Scientific Exhibit 
of the American Medical Association in Chicago, 
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Table 1. Total cholesterol concentration in the serum 
800 patients with hypercholesterolemi: 
treated by rice diet (average 124 days). 


before ofter 

number of rice diet rice diet 

. patients % (averages) laverages) 
Decreased 747 93 283 205 
To 220 or above 257 32 301 245 
To 219 or below 490 61 273 184 
Increased or unchanged 53 262 287 


two arguments were raised: (1) Hypercholesterole- 
mia is of no importance in vascular disease. (2) The 
serum cholesterol concentration cannot be reduced 
by a reduction in the dietary cholesterol intake. 

Now everybody talks about the importance of 
cholesterol in vascular diseases, especially in con- 
nection with angina pectoris, coronary heart dis- 
ease, and myocardial infarction. A journal such as 
Circulation published, in its twelve issues of 1952, 
seventeen original articles about cholesterol. It is 
true that it is often not possible to lower the serum 
cholesterol level by moderate fat and cholesterol re- 
striction, but by the rice diet the serum cholesterol 
has been lowered in 93 per cent of our cases with 
hypercholesterolemia (Table 1). This is true no 
matter from what fatty or nonfatty substances the 
cholesterol in the body is derived, or by what mech- 
anism a high serum cholesterol concentration is 
produced. 


Protein Restriction 


It is not within the scope of this paper to con- 
sider at length the role of protein in the pathogene- 
sis and treatment of the various vascular diseases. 
Ten years ago, when the first reports on the rice 
diet were published, it was argued that diet was of 
no value in hypertensive vascular disease and arte- 
riosclerosis. The restriction of salt, fat, cholesterol, 
and protein was considered unwarranted. As far as 
salt, fat, and cholesterol restriction are concerned, 
this argument has been settled—there being now 
an almost general agreement as to the importance 
of the restriction of these dietary components. As 
far as protein is concerned, the argument is still 
going on. No matter what the value of the restric- 
tion of protein may be, of all the diets used in the 
treatment of acute and chronic kidney diseases, of 
hypertensive vascular disease, arteriosclerosis, heart 
disease, and vascular retinopathy, the rice diet con- 
tains the smallest amount of protein (about 25 Gm. 
in 2,400 calories). 

One still finds the statement that the human body 
requires, as a minimum, an intake of about 50 Gm. 
of protein a day to prevent protein starvation, re- 


sulting in hypoproteinemia, anemia, and edema. 
The basis for this belief is the fact that in complete 
fasting the total daily nitrogen excretion in stool 
and urine is about 8 Gm. Since to replace a nitrogen 
loss of 8 Gm., 8 x 6.25=50 Gm. of protein is neces- 
sary, this amount of protein was considered indis- 
pensable and was called the daily “wear and tear 
quota.” 

However, if in complete “protein-fasting” enough 
carbohydrate is taken to supply the necessary cal- 
ories, the total nitrogen excretion may drop from 
about 8 Gm. to below 2 Gm. 

This is known as the “protein-sparing effect of 
carbohydrates” and is one of the principles used in 
the rice diet. The total daily nitrogen excretion in 
stool and urine on a 125 Gm. daily protein intake is 
20 Gm., in complete fasting about 8 Gm., after an 
average of 88 days on the rice diet about 4 Gm. 
These patients are in nitrogen equilibrium with a 
protein intake of 4 x 6.25 =25 Gm. There is no ane- 
mia; on the contrary there is usually a slight in- 
crease in the hemoglobin concentration, the plasma 
protein level is maintained or even increased, and 
edema not only does not develop but if present al- 
most always disappears. 

If, therefore, a lowering of the nitrogen metab- 
olism is desirable, as for instance in many cases of 
acute and chronic nephritis and nephrosclerosis, 
then the diet with the smallest total nitrogen excre- 
tion should be the most useful. It is evident from 
the figures above that complete fasting (the treat- 
ment recommended by Volhard for acute glomeru- 
lonephritis), with a nitrogen excretion of 8 Gm., is 
preferable to a general diet with an excretion of 
20 Gm. But the rice diet, with an excretion of 
4 Gm., is still more effective than fasting and, un- 
like fasting, can be continued for months or years 
(Table 2). 

The effect of the rice diet on the blood nonpro- 


Table 2. Comparison of blood and urine findings 
on rice diet and in starvation. 


rice diet 
Unchanged 
Unchanged 
Unchanged or 
increased 
Decreased 
Unchanged 
Increased 
Increased 
Decreased 
In equilibrium 


Hemoglobin . 
Plasma total protein; A/G ratio . . 


Blood NPN; urea . 

Blood sugar... . 

Carbohydrate tolerance 

Plasma alkali reserve Decreased 
Blood volume; interstitial fluid volume Unchanged 
Nitrogen balance Negative 
Urine creatine, ammonia, organic 
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starvation 
Decreased 
4 Decreased 


Table 3. Effect of rice diet on nonprotein nitrogen and urea 
nitrogen of 950 nonuremic patients (NPN 45 and below) 


(averages). 
after 110 days 
before rice diet (average) of rice diet 
NPN (mg./100 cc. blood) 34.0 29.0 
Urea nitrogen 
(mg./100 cc. blood) 14.1 8.7 


tein nitrogen and urea nitrogen of 950 nonuremic 
patients with hypertensive vascular disease is shown 
in Table 3. The average NPN is 17 per cent higher 
on an ordinary diet than on the rice diet, the aver- 
age blood urea N, 62 per cent. 

Even in patients without kidney disease, who 
have normal nonprotein nitrogen and urea concen- 
trations in the blood to begin with, it is advisable 
to decrease the protein intake in the diet when the 
salt intake is drastically restricted since, as is known 
in cases of profuse sweating, diarrhea, or Addison’s 
disease, a decrease in serum sodium or chloride is 
often followed by an increase in the blood nonpro- 
tein nitrogen and urea. 

No one doubts that the protein intake should be 
restricted to a minimum in patients with advanced 
kidney insufficiency and uremia no matter whether 
this impairment is the consequence of parenchy- 
matous or of vascular disease. Usually this restric- 
tion is begun only after the total PSP excretion in 
two hours has decreased to below 10 per cent, and 
after the nonprotein nitrogen has increased to 
above 100 mg. In progressive diseases like chronic 
nephritis and hypertensive and arteriosclerotic re- 
nal disease, it might not be unwise to start restric- 
tion before the final and fatal consequences are 
obvious. 


Indications 


Five years ago, in discussing indications for the 
rice diet, I wrote: 

“The rice diet is indicated in all serious instances 
of acute and chronic nephritis; in heart failure which 
does not respond to the customary treatment with 
salt restriction and drugs; in arteriosclerotic and 
hypertensive vascular disease with cardiac, cere- 
bral, retinal, or renal involvement. 

“The rice diet should be tried in uncomplicated 
hypertensive vascular disease when a more liberal 
regimen (fat-poor, salt-poor diets, weight adjust- 
ment, restriction of activities, regulation of bowel 
habits, sedation, etc.) has failed.” 

These statements were not radical enough. Experi- 
ence with a great many patients suffering from these 


GP + March, 1954 


diseases has convinced me that treatment should 
be more aggressive and uncompromising and should 
be started as soon as the diagnosis is certain. Loss 
of time is as unjustifiable as it would be in cancer or 
tuberculosis, and the inconveniences involved are 
no excuse for delaying optimal dietary treatment 
until the more unpleasant and often irreversible 
complications have appeared. 

Moreover, just in those cases where the diet is 
most needed, it sometimes becomes impossible to 
use it, either because an electrolyte imbalance (hy- 
pochloremia, hyponatremia, or hyperpotassemia) 
has developed, which makes it necessary to give 
additional salt, or because persistent vomiting 
makes the patient unable to retain any type of food. 
Mere difficulties in swallowing, anorexia, and nau- 
sea may be overcome by the use of a stomach tube 
through which 100 cc. (containing 100 calories) of 
a rice, fruit, fruit juice, and sugar preparation, ho- 
mogenized in a blender, are given every hour, day 
and night. (One patient who had had a cerebral 
vascular accident was fed this way for over a year.) 

The rice diet is indicated in acute nephritis and in 
chronic nephritis. The high percentage of spontane- 
ous recoveries in acute glomerulonephritis makes a 
quantitative evaluation difficult. However, in chronic 
nephritis the beneficial effects of the diet are obvi- 
ous and easily demonstrable: blood pressure, albu- 
minuria, and azotemia decrease, heart enlargement 
and retinal hemorrhages, exudates and papilledema 
disappear (Figures 5, 6, 7, 8). 

The rice diet is also indicated in nephrosis. In 
many patients with the nephrotic syndrome, there 
has been a disappearance of ascites, edema, pro- 
teinuria, and hypercholesterolemia, and despite the 
marked protein restriction in the diet, the plasma 
proteins have returned to normal (Figure 9). 

The rice diet is indicated in heart enlargement 
and heart failure, whether the insufficiency of the 
heart muscle is secondary to valvular disease or is 
caused by arteriosclerosis, hypertensive vascular 
disease, kidney disease, rheumatic fever, dissemi- 
nated lupus erythematosus, or other disease. Figures 
10, 11, and 12 show decrease in the heart size of 
patients with valvular disease, coronary artery dis- 
ease, and malignant hypertension. 

Patients with familial and other forms of hyper- 
cholesterolemia should be treated with the rice diet, 
as well as patients with angina pectoris or myocardial 
infarction. In these, therapy has a double aim: to 
counteract or to prevent those processes that lead 
to a decrease in coronary blood flow and to reduce 
the energy requirements of the myocardium. 
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Figure 5. Hypertension in chronic glomerulonephritis reduced 
by rice diet (total PSP excretion in two hours: 11 per cent). 


The rice diet has been found effective in arterio- 
sclerotic and hypertensive vascular disease. A great 
many patients with “benign” hypertension, with 
and without critical complications, have derived 
marked benefit from the diet. So have many patients 
whose hypertension was of the “malignant” type, 
with severe cardiac, renal, or retinal lesions. 


lilustrative Cases 


The case of a 47-year-old executive from New 
York State is given as an example (Figure 13). This 
patient had had hypertension for two and one-half 
years. He had been treated with a reducing diet and 
sedatives. Because of severe incapacitating head- 
ache, he was sent by his physician to Dr. Raisbeck 
of the New York Medical College. Dr. Raisbeck 
found a blood pressure of 257/173 mm. Hg (average 
of seven readings) and made a diagnosis of hyper- 
tensive cardiovascular disease in the malignant 


phase. He started the patient on the rice diet im- 
mediately and advised him to go to Durham as soon 
as possible. On examination here one week later, the 
pressure was already slightly lower: 233/161 mm. 
Hg. The transverse diameter of the heart was 13.8 
cm. There were marked vascular changes in the 
eyegrounds, bilateral papilledema, hemorrhages, 
and cottony exudates (Figure 14). 

After 110 days on the rice diet the blood pressure 
average (ten days) was 124/89 mm. Hg. The trans- 
verse diameter of the heart had decreased to 12.4 
cm. Papilledema, hemorrhages, and most of the 
exudates had disappeared, as had also the head- 
aches. The patient returned home on a slightly 
modified diet. He was feeling perfectly well and 
resumed his work. Two months later he was re- 
examined. The blood pressure average during a 
three days’ check-up period was 120/83 mm. Hg. 
The transverse diameter of the heart was 12.4 cm. 
The patient was completely asymptomatic. All signs 
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200 /98. September, 1947 120/80. October, 1948 
Figure 6. Heart enlargement in chronic nephritis decreased by rice diet (f. 26). 


Ophthalmologia 
Ibero Americana, 1950 


October, 1948 November, 1949 


Figure 7. Disappearance of papilledema, hemorrhages, and exudates in terminal stage of 
chronic glomerulonephritis treated by rice diet (H. R.-m. 39). 


May, 1952 
Figure 8. Disappearance of macular star figure in terminal stage of chronic glomerulonephritis (m. 22). 
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December, 1948 May, 1953 
Figure 9. Nephrosis treated with rice diet (D.H.-5 to 10). 


1,100 Cholesterol (mg. per 100 cc. serum) 249 
3.9 Total protein (Gm. per 100 cc. plasma) 6.8 
42 PSP total excretion in 2 hours (%) 77 
4.0 Protein (Gm. per 1,000 cc. urine) 0.2 
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130/64 mm. 8-16-48 120/70 mm. 11-4-48 
Figure 10. Heart enlargement in aortic stenosis and insufficiency with partial-complete heart block decreased by rice diet (H.G.W.-m. 55). 
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Figure 11. Decrease in heart size in coronary artery disease treated by rice diet (M.S.-m 47). 
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October, 1951 February, 1952 
Figure 12. Decrease in heart size in malignant hypertension treated with rice diet (S.L.-m. 26). 
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Figure 13. Blood pressure in malignant hypertension reduced by rice diet. 


April, 1951 


of the advanced retinopathy of malignant hyperten- 
sion had disappeared. 

In the case of this patient it took four months for 
the blood pressure to decrease to normal. Figure 15 
is the blood pressure chart of a woman with so-called 
“benign” essential hypertension in whom it took 
four years. Hypertension had been present since 
1939. In September, 1943, the blood pressure was 
203/109—214/110, and a bilateral lumbodorsal 
sympathectomy was done by Dr. Smithwick. The 
blood pressure dropped transiently but within a 
year had returned to the preoperative level. 

By October, 1947, the blood pressure was 245/ 
120. Dr. Irving Wright started her on a modified 
rice diet, and when after a few months there had 
been no significant improvement, he advised her to 
go to Durham. 

The patient was then 41 years old. The blood 
pressure average (February 27 to March 6, 1948) 
was 222/131 (readings in recumbent position). The 
only positive finding besides the hypertension was a 
soft aortic diastolic murmur. The chloride concen- 
tration in the urine (as NaCl) was 114 mg./100 cc., 
as compared with 5 to 15 mg. on the strict rice diet. 

The strict rice diet was begun in February, 1948. 
After 105 days, the blood pressure was 213/122 
mm. Hg; after 180 days, it was 212/121. The 
chloride concentration in the urine (as NaCl) then 
was still 82 mg. 

From that time on, the patient adhered strictly to 


January, 1952 


Figure 14. Disappearance of papilledema, hemorrhages, and exudates in malignant hypertension (C.S.-m. 47). 
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the rice diet supplemented by minimal additions. 
The salt concentration in the urine was consistently 
below 20 mg. However, after one year on the rice 
diet, the blood pressure was still 192/126, after two 
years, 167/103. It was not until January, 1952, 
almost four years after the rice diet had been started 
here, that the first nearly normal blood pressure 
reading was obtained: 135/82. 

The blood pressure since then has been consist- 
ently normal. The average (16 readings) from Janu- 
ary to September, 1953, was 120/75 compared to 
209/124 (average of 102 readings during the first 
four months on the rice diet) five years ago. The 
patient is very active and entirely asymptomatic. 

Table 4 shows the effect of the rice diet on the 
blood pressure in a series of 860 patients with hy- 
pertensive vascular disease treated for ninety days 
or longer (average 146 days). In 709 patients (82.4 
per cent) there was a decisive lowering of the blood 
pressure from an average of 195/114 to an average 
of 145/91. In 291 patients (34 per cent) the blood 
pressure decreased to normal: from 180/106 to 
127/81 (averages). The percentage of positive re- 
sults increases with the length of time of treatment. 
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Figure 15. Gradual decrease in blood pressure during five years of treatment with the rice diet. 


Rice Diet in Diabetes Mellitus 


Patients with diabetes mellitus not only tolerate 
the rice diet well but, in a significant number of 
patients, the blood sugar level and the insulin re- 
quirements are lowered. The diet may also have a 
special value in the treatment of many patients with 
diabetes mellitus because of the dangerous role 
played by hypercholesterolemia in this disease. 

Forty-eight patients with diabetes mellitus and 
complicating renal or vascular disease have been 
treated with the rice diet. The period of observation 
was from eight weeks to almost six years (average 


Table 4. Effect of rice diet on the blood pressure of 860 patients 
with hypertensive vascular disease (treated 90 days 


or longer; average 146 days). 
blood pressure blood pressure 
number of before rice diet after rice diet 
patients % (averages) (averages) 
Not Improved 180° . 174 194/114 179/108 
Improved 709 82.4 195/114 145/91 


Decreased to 
below 140/90 291 33.8 180/106 127/81 
*including 8 patients who died (blood pressure figures not in the 
averages). 
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Figure 16. Disappearance of retinopathy in diabetes mellitus (F.F.-m. 24). 


fifty-nine weeks). In seventeen of the forty-eight 
patients, there was a change of more than 30 mg. in 
the fasting blood sugar level: in three of them the 
fasting blood sugar level increased; in fourteen it 
decreased. The others either had marked fluctuation 
in blood sugar level or showed only minor changes. 

Twenty-nine of the forty-eight patients did not 
show any change in the insulin requirements. In the 
other nineteen patients there was a definite change 
in the insulin requirements: in four patients there 
was an increase (from an average of 20 units initially 
to an average of 41 units, the greatest increase being 


from 0 to 30 units), in 15 a decrease (from an aver- 
age of 45 units initially to an average of 22 units, the 
greatest decrease being from 90 to 30 units). 

The favorable response of these patients and the 
fact that a great number of diabetics die of vascular 
disease or at least are incapacitated by it suggests 
that the rice diet should be used in the treatment of 
diabetics who are beginning to show cardiac, retinal, 
renal, or peripheral vascular disease. 

Figure 16 shows the effect of the rice diet on the 
retinopathy of a 24-year-old patient with diabetes 
mellitus. 


—13.7¢m.— 


30.8 cm. 


June, 1950 


Figure 17. Heart enlargement in arteriosclerosis decreased by rice diet (R.J.B.-m. 79). 
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Other Effects of the Rice Diet 


Old age is considered by most of us a kind of 
bankruptcy caused by the accumulation of vascular, 
cardiac, and renal debts. Accordingly, the arterio- 
sclerotic and hypertensive vascular processes are 
accepted as results of degenerative disease, an in- 
evitable and almost physiologic accompaniment of 
advancing years. The reversibility of some of these 
processes in many of my older patients proves, how- 
ever, that this attitude of resignation is today no 
longer necessary. 

The systolic blood pressure of a person of 75, just 
as well as that of a person of 30, should be below 
130, the diastolic below 90. A consoling remark such 
as, “A blood pressure of 175/110 is good enough at 
this age,” is an unwarranted admission of defeat and 
should not be substituted for active treatment. It 
denotes an attitude reminiscent of the days when 
similar excuses were given with regard to the “‘dis- 
eases of early infancy,” instead of treating specific 
diseases by specific methods. Figure 17 shows the 
decrease in heart size, with a change of 20 per cent 
in the transverse diameter of the heart, in a 79-year- 
old patient with hypertensive and arteriosclerotic 
vascular disease. Figure 18 shows the improvement 
in the electrocardiogram of an 81-year-old patient 
with the same diagnosis: the left bundle branch 
block has disappeared. 

In a series of 120 patients with hypertensive vas- 
cular disease, the T, wave in the electrocardiogram 
was inverted when the rice diet was started (no 
digitalis, no evidence of infarction). It remained in- 
verted in sixty-eight patients, after an average of 
seven months on the diet; in fifty-two it changed 
from inverted to upright, after an average of ten 
months (Figures 19 and 20). In a control series of 
300 patients, T; was upright when the rice diet was 
started. In none of these patients did it change from 
upright to inverted, after an average period of eleven 
months on the diet. 

In a series of 500 patients who followed the rice 
diet for an average of five months, the heart became 
larger in 20 (4 per cent), the average increase in the 
transverse diameter of the heart being 2 per cent. 
In 480 of the 500 patients (96 per cent), the heart 
became smaller, the average change in the trans- 
verse diameter being 11.8 per cent (6 per cent in 218 
patients, 14 per cent in 207 patients, and 25 per 
cent in 55 patients). 

However, such encouraging results do not mean 
that once they are obtained, the treatment should be 
discontinued. It is true that the diet can be made 
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Figure 18. Disappearance of left bundle branch block in hyperten- 
sive cardiovascular disease treated with the rice diet (M.F.-f. 80). 


more liberal after a patient’s hypertension, heart 
enlargement, abnormal electrocardiogram, retino- 
pathy, azotemia, or hypercholesterolemia have suffi- 
ciently improved. But additions should be made 
gradually, dependent upon eyeground photographs, 
heart films, electrocardiograms, blood pressure 
readings, blood chemical findings, and kidney func- 
tion tests. In this way guess work is avoided, and 
objective evidence is obtained as to whether the 
patient has recovered enough to tolerate the addi- 
tions he has been given so far, whether he can have 
further additions, or if his diet should be made 
stricter again. 

Figure 21 shows in seven chest films a sad example 
of the way modifications should not be made, but 
which, unfortunately, has the greatest appeal to all 
too many patients. H. W., a patient with arterio- 
and arteriolonephrosclerosis was 60 years old when 
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19 (on facing page). Disappearance of left 
-ylar strain pattern in hypertensive cardiovas- 
lor disease treated with the rice diet (C.H.B.-m. 48). 


Figure 20. Disappearance of first degree heart 
block and T, inversion in hypertensive cardiovas- 
cular disease treated with the rice diet (E.P.-m. 44). 
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he came to us for the first time. He had been treated 
with a salt-restricted diet, digitalis, potassium 
nitrate, theobromine, and mercurials. In spite of 
this, his heart had become progressively larger, and 
the signs and symptoms of cardiac failure had in- 
creased. When all the drugs except digitalis were 
discontinued and the salt-poor diet (198 mg. NaCl 
per 100 cc. of urine) replaced by the strict rice diet 
(23 mg. NaCl per 100 cc. urine), his heart became 
decidedly smaller, and all the signs and symptoms 
of cardiac failure disappeared. As long as he had 
any discomfort, he adhered strictly to the rice diet, 
but the better he felt the more careless he grew, 
making additions of his own choice. After some 
time, all his former symptoms would gradually re- 
turn, and each time this happened he would come 
back here to make a fresh start on the strict regimen. 
When the salt figure decreased, the heart became 
smaller in size; when the salt figure increased, the 
heart became larger again. This pattern repeated 
itself for six years until finally the heart failure was 
no longer reversible. The weight of the heart at 
autopsy was 900 grams. 

Another patient with hypertensive vascular dis- 
ease had been treated successfully, first with a 
strict then with an increasingly liberalized rice diet 
over a period of six years. Then he abandoned all 
dietary restrictions, ate everything he wanted, and 
gained from 183 to 220 pounds. In spite of this, he 
did not have a relapse. His disease apparently had 
healed so that he was able to tolerate a general diet. 
When I discussed the situation with him, he said: 
“Doctor, I really have eaten like a pig, but I prom- 
ise that I will not do it again.” I answered: ‘Your 
blood pressure is normal, your heart size and elec- 
trocardiogram are normal. Perhaps it is all right 
now for you to eat like a pig.” However, we finally 
agreed that the weight should be reduced and that 
fat and salt should be restricted. 


Retinal Changes 


Advanced hemorrhagic and exudative vascular 
neuroretinopathy had always been considered an 
ominous sign indicative of the terminal stage of an 
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irreparable disease. Cecil’s Textbook of Medicine, in 
its seventh edition, stated: ‘Hemorrhages associat- 
ed with white spots in the retina (hypertensive 
neuroretinopathy) are ominous signs. Death com- 
monly follows within a year.” Malignant hyperten- 
sion, even with advanced neuroretinopathy, when 
treated with the rice diet, may either revert to the 
benign type of hypertension or disappear complete- 
ly. 
Figure 22 shows the eyeground photographs of a 
woman who was 45 when she came to us in 1944 
with a history of hypertension of four months’ du- 
ration, apparently malignant from the onset. The 
eyegrounds showed a typical hemorrhagic exudative 
neuroretinopathy. The patient followed the rice 
diet for one year—then a more liberal, though still 
salt- and fat-poor, regimen. The blood pressure 
during the first four weeks of strict bed rest after 
admission to the hospital, including three weeks of 
treatment with the rice diet, was 221/152 (average 
of daily readings of twenty-eight days). At her most 
recent re-examination, July, 1951, the blood pres- 
sure average was 162/105. She was pursuing her 
normal activities and had no complaints. Not only 
was she alive seven years (now ten years) after ex- 
hibiting all the signs of a full blown malignant hy- 
pertension, but the neuroretinopathy, the exudates, 
and the hemorrhages had completely disappeared. 

Figures 23, 24, and 25 are three more examples 
of complete recovery on the rice diet from advanced 
vascular retinopathy, although in each case the gen- 
eral course of the hypertensive vascular disease was 
entirely different. 

The patient, A. A. H., was admitted to the hos- 
pital with severe retinopathy. The blood pressure 
was 190/119 (average June 20-28, 1944). The T 
wave in the electrocardiogram was inverted. He 
followed the strict rice diet for four months and a 
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Figure 21 (H.W.-m. 60). 
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May, 1946. 198 Mg. NaCl. 


4 —19.9cm. 
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April, 1950. 237 mg. NaCl. 


September, 1948. 19 mg. NaCl. 
August, 1950. 15 mg. NaCl. 


September, 1952. 177 mg. NaCl. 


Patient died October, 1952. Autopsy 
findings: Heart—weight, 900 Gm.; both 
ventricles dilated and hypertrophied. 
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August, 1944 July, 1951 
Figure 22. Disappearance of papilledema, hemorrhages, and exudates in malignant hypertension treated with the rice diet (L.W.-f. 45). 


June, 1944 June, 1952 
Figure 23. Disappearance of papilledema, hemorrhages, and exudates in malignant hypertension treated with the rice diet (A.A.H.-m. 47). 


Figure 24. Disappearance of papilledema, hemorrhages, and exudates in malignant hypertension treated with the rice diet (L.B.-f. 24). 
December, 1949 


August, 1948 


January, 1952 


Figure 25. Disappearance of macular star in malignant hypertension treated with the rice diet (D.T.-f. 20). 


modified rice diet afterward. The T, wave in the 
electrocardiogram became upright, the retinopathy 
disappeared, but the blood pressure though lower 
never became normal. During 1947-1949, the aver- 
age was 171/109; during 1951-1952, 158/100. 

The patient, L. A. B., was admitted to the hos- 
pital with severe retinopathy. The blood pressure 
was 220/150 (average October 30-31, 1944). The 
heart was enlarged. After four months on the rice 
diet, the blood pressure was 120/87. The heart was 
normal in size. The retinopathy had completely 
disappeared. 

After one year, the patient gave up the diet. The 
blood pressure rose again. In October, 1948, it was 
194/132, in November, 1949, 228/138. In spite of 
this the retinopathy did not recur. 

The patient, D. T., was admitted to the hospital 
with severe retinopathy. The blood pressure was 
205/151 (average August 6-12, 1948). After four 
months on the rice diet, it was 105/78. The reti- 
nopathy healed and did not recur although the 
patient continued the diet for only one more month. 
The blood pressure remained normal: 120/80 (Jan- 
uary, 1952, three years after the diet was discon- 
tinued). 

These histories also show that the rice diet is 
not only a treatment of compensation, effective as 
long as it is given, like insulin in diabetes or liver 
in pernicious anemia, but that it often produées 
permanent results which may persist after the diet 


has been greatly modified or discontinued alto- 
gether. 

The picture of vascular neuroretinopathy is 
sometimes such that it is almost impossible to rule 
out a diagnosis of brain tumor. In these cases the 
rice diet may be used as a therapeutic test. 

Figures 26 and 27 are the eyeground photographs 
of two patients, where Dr. Banks Anderson, our 
ophthalmologist, thought that an expanding intra- 
cranial lesion in a patient with hypertension was 
the most likely diagnosis. In both instances, the 
response to the rice diet showed that the entire pic- 
ture was caused by malignant hypertension. When 
Dr. Anderson saw the patients again after some 
months on the rice diet, he wrote in his consulta- 
tion notes: “A. H. (February, 1950) : This patient’s 
eyegrounds are improved to an unbelievable degree. 
I have never previously seen such an extensive pa- 
pilledema subside with such minimal retinal scar- 
ring, nor for that matter do I think I have ever seen 
a patient with this degree of hypertensive retinop- 
athy alive after this length of time. 

*B. R. (June, 1953): Review of notes indicates 
that when I saw this patient last I was of the opin- 
ion that the papilledema was too great to have been 
due exclusively to hypertension. I was wrong. Fun- 
doscopic examination through the undilated pupils 
shows no evidence of papilledema at this time . . 
There are no areas of exudate, hemorrhage or pig- 
mentation.” 
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Itwas the eyeground photographs more than any- 
thing else that bothered those who had insisted 
that diet was of no value in the treatment of hyper- 
tensive vascular disease. Since eyegrounds are as 
individual as finger prints and the photographs 
compared, therefore, were obviously of the same 
patient, some people actually went so far as to ac- 
cuse us of having reversed the dates, intimating that 
the pictures of the normal eyegrounds were the first 
ones and those of the abnormal eyegrounds had been 
taken later. 

The following quotation from Dr. Goldring’s 
chapter on the “rice diet in the treatment of hyper- 
tension” in the closing paper of the Hypertension 
Seminars of the American Journal of Medicine, 1948, 
expresses this view more politely: “Proponents of 
the rice diet in the treatment of hypertension point 
to the astonishing incidence of reversal of the so- 
called ‘hypertension pattern’ of the electrocardio- 
gram toward normal, diminution of the size of the 
heart and regression of papilledema. It is these ob- 
jective evidences of the effect of the rice diet which 
are urgently in need of explanation. However, these 
striking data come from the one source which has 
reported brilliant results with the rice diet treat- 
ment and as yet there has been no confirmation 
from other observers. Until such confirmation is 
available, the rice diet does not warrant any more 
than casual interest.” 

In the intervening years such confirmation has 
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Figure 26. Disappearance of papilledema, hemorrhages, and exudates in malignant hypertension treated with the rice diet (A.H.-f. 45). 


February, 1950 


been made available by a number of research proj- 
ects both in this country and abroad. 

Among our own patients we have a series of 388 
patients with advanced vascular retinopathy (papil- 
ledema, hemorrhages, or exudates) in whom it has 
been possible to take eyeground photographs before 
and after one to one hundred months on the rice 
diet. Forty-four of the 388 patients had chronic 
nephritis, 344 had hypertensive vascular disease. 
One hundred and twenty-five of the 388 had pa- 
pilledema when the rice diet was started. In four of 
these, there was no change; in two the papilledema 
disappeared partially, in 119 completely. Two hun- 
dred and ninety-six patients had hemorrhages. In 
seven cases, the hemorrhages increased; in twelve 
there was no change; in forty-six the hemorrhages 
disappeared partially and in 231 completely. Three 
hundred and twenty-eight had exudates. They in- 
creased in five; in eighteen there was no change; 
in seventy-nine the exudates disappeared partially 
and in 226 completely. 

The reversibility of the blood vessel damage 
shown by the healing of the retinal disease is even 
more impressive than the reversibility of heart and 
kidney disease. It was for me the most convincing 
evidence that the old school of thought was wrong 
in insisting that these diseases were of necessity 
progressive and degenerative and that, in patients 
with malignant hypertension, death within a short 
time was inevitable. The course of these diseases 
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August, 1952 


May, 1953 


Figure 27. Disappearance of papiliedema, hemorrhages, and exudates in malignant hypertension treated with the rice diet (B.R.-f. 60). 


can be changed by the very simple procedure of re- 
placing the various foods commonly eaten by a diet 
of rice, fruit, and sugar. 

But, the more convincing these results are, the 
more obvious it becomes that intensive dietary treat- 
ment should be started when the disease is still at 
an early stage and not postponed until an emer- 
gency is created by some vascular catastrophe. The 
general practitioner is usually the one in a position 
to pick up the signs and symptoms long before they 
are alarming. He has every opportunity to prevent 
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much unnecessary invalidism and many untimely 
deaths by enforcing immediate and radical treat- 
ment. 


This work was supported by grants from the National 
Heart Institute, U.S.P.H.S., the Life Insurance Medical 
Research Fund, the Duke University Research Council, the 
Walter Kempner Foundation, and the Anna H. Hanes Re- 
search Fund. 


An extensive bibliography accompanying this article is 
available upon request from the Editorial Office of GP. 


Reicu contends that hypertension, coronary thrombosis, angina 
pectoris, and arteriosclerosis are especially common in firemen. 
He suggests that the stresses and strains of firefighting exposure 
to extremes of heat and cold, trauma, shock, burns, as well as con- 
tacts with gases and smoke may act as predisposing factors in the 
development of these cardiovascular disorders. Underlying heart 
disease may also be adversely affected by these circumstances. 
Statistical studies indicate that city firemen actually have the highest 
standardized relative index of mortality for the principal cardio- 
vascular-renal diseases. (Dis. of Chest, 24:304, 1953.) 
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Cips from Other Journals 


Prosthesis for Mastectomy Patients 


A New type of breast prosthesis was recently des- 
cribed by Seligmann, and is shown in use in the 
accompanying illustration reprinted from the orig- 
inal article. It consists of a double thickness of 
skin-like plastic film, underinflated with a slow- 
flowing creamy liquid. The manner of construction 
causes the prosthesis closely to simulate a normal 
breast, even varying in shape and position with 
changes of the patient’s position or with motion. 
The prosthesis comes in twenty-three sizes and can 
be used with any well-fitting brassiere or similar 
garment. (Am. J. Surg., 86: 466, 1953.) 


Obesity and Atherosclerosis 


As THE result of a three-part study of relationship 
of obesity and atherosclerosis, Walker concluded 
that weight reduction is probably the most effective 
method available today for prevention and treat- 
ment of atherosclerosis. His investigations indi- 
cated a significant correlation of obesity with high 
cholesterol values and with high values for the 
lipoprotein fractions now thought to be related 
causally to atherosclerosis. This part of the author’s 
work contained the implication that people who are 
underweight are “protected” against atheroscle- 
rosis. 

In the second part of the study, it was shown 
that weight reduction of patients caused a lowering 
of cholesterol and lipoprotein fractions. This hap- 
pened in spite of the fact that the reducing diet 
contained a liberal supply of cholesterol (more than 
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New type of breast prosthesis (Seligmann). 


600 mg. a day). This suggested that total caloric 
intake is more important than the fat or cholesterol 
content of the diet in the pathogenesis of athero- 
sclerosis. 

Partial confirmation of this thought was obtained 
in an experiment in which the author and a col- 
league underwent forced feeding with a diet low 
in fat and low in cholesterol. They gained weight 
rapidly (11 pounds in nine days and 10 pounds 
in eleven days, respectively). During this short 
period of time, both subjects showed a threefold 
or greater increase in serum lipoprotein fractions. 
These elevated levels fell abruptly on termination 
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of forced feedings. Serum cholesterol levels showed 
a more delayed rise, which continued beyond the 
period of positive caloric balance. (Ann. Int. Med., 
39: 705, 1953.) 


Treatment of Bacterial Endocarditis 


Geraci and Martin reported on successful short- 
term therapy of subacute bacterial endocarditis 
caused by penicillin-sensitive streptococci. Twenty- 
three successive cases were managed on a regimen 
consisting of 1,000,000 units of aqueous procaine 
penicillin-G and 1 Gm. of dihydrostreptomycin 
given intramuscularly every twelve hours for two 
weeks. Eighteen patients (78 per cent) were cured 
(remained well during follow-up periods of three to 
twenty-four months). The other five patients died, 
but none of the deaths could be attributed to a 
failure of antibiotic therapy to control the infection. 
Thus three deaths were due to congestive heart 
failure, one death was due to coronary occlusion 
with myocardial infarction, and one death was due 
to cerebral embolism. (Circulation, 8: 494, 1953.) 


Sublingual Administration of Curare 


NerF and Mayer have reported that sublingual ad- 
ministration of d-tubocurarine is a safe, practical 
method for relief of pain due to muscle spasms. 
The drug was used in the form of 3 mg. pellets. It 
was ineffective when swallowed but gave good re- 
sults following sublingual absorption. The authors 
usually had the patient place two pellets (6 mg.) 
under the tongue. If there was no benefit in ten 
minutes, the dose was repeated. If no improvement 
occurred within twenty minutes, additional curare 
was not helpful. 

The authors listed a wide variety of conditions 
in which this technique was effective for relieving 
pain. In cases of chronic pain, one or two doses (6 
to 12 mg. each) daily usually was adequate. Special 
mention was made of beneficial effects in back pain, 
torticollis, scalenus anticus syndrome, and pain 
from muscle cramps caused by injection of a mer- 
curial diuretic. (California Med., 79: 227, 1953.) 


Obstructive Urinary Tract Lesions 


In p1acnosis of obstructive urinary tract lesions in 
children, Burns emphasized that the commonest 
first clue is pyuria or other evidence of recurrent or 
persistent urinary tract infection. Other manifesta- 
tions include an abnormal voiding pattern, pain, 


(usually intermittent) due to hydronephrosis, obser- 
vation of a pinpoint external urethral meatus, and 
eventually renal failure. Any of these findings de- 
mand thorough investigation of the urinary tract by 
x-ray techniques, endoscopy, or both. 

Most obstructions are congenital in origin. The 
most frequent site is at the bladder neck. Othe: 
sites are the ureteropelvic junction, the ureterovesi- 
cal junction, and the external urethral meatus. The 
prospects are good for cure by surgical treatment. 
Burns stated that such treatment often restores 
relatively normal function even in cases in which 
there seem to be irreversible renal changes. (Cal/- 
fornia Med., 79: 207, 1953.) 


Aminophylline for Urticaria 


Canseco and Salinas compared aminophylline with 
an antihistaminic (Thephorin) and ACTH in 
treatment of allergic urticaria. Aminophylline was 
administered in a dose of 0.25 Gm. dissolved in 10 
cc. of water. This amount was injected slowly (ten 
minutes) by vein every twelve hours. The slow in- 
jections were not attended by fall in blood pressure 
or other untoward effects. Aminophylline proved to 
be the most efficacious of the three agents evalu- 
ated, as judged by speed of relief of pruritus and of 
disappearance of wheals. (J. Allergy, 24: 437, 1953.) 


Unexplained Gastroduodenal Bleeding 


Rappaport reported five cases in which the cause for 
recurrent episodes of upper gastrointestinal bleeding 
was not found at laparotomy, although preopera- 
tive diagnostic studies had disclosed a lesion in 
each instance. Symptoms recurred postoperatively. 
and a second operation substantiated the original 
clinical diagnosis. The lesions included two cases 
of gastric carcinoma and one case each of lipo- 
fibroma, lymphosarcoma, and duodenal ulcer. 

In four of the cases at the time of the first opera- 
tion, the surgeon relied upon palpation and in- 
spection of the exterior of the stomach. Rappaport 
remarked that a second operation would have been 
unnecessary in these cases if the stomach had been 
opened as part of the search for a lesion. In the case 
of duodenal ulcer, a crater was not found even 
though the stomach and duodenum were opened 
for inspection. At a second operation the stomach 
and duodenum were resected, and an ulcer was 
found in the resected specimen. The author con- 
cluded that palpation and inspection of the stomach 
at operation may be unreliable—that gastroscopic 
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and x-ray findings should be substantiated, if neces- 
sary, by opening the stomach. (Ann. Int. Med., 
39: 747, 1953.) 


Swallowed Foreign Bodies 


Feper and Myers reported on the fate of swallowed 
foreign bodies in seventy-one cases. There were 
about as many dull objects as there were sharp. 
More than one-half of the patients were in the age 
group, I to 4 years. 

In twenty instances the foreign body was shown 
to be lodged in the esophagus. Usually this neces- 
sitated esophagoscopic removal (seventeen cases), 
and the authors emphasized the need for using this 
procedure promptly, since the longer the delay, the 
greater the likelihood of difficulty due to esophageal 
edema. 

In all but three of the fifty-one cases in which the 
foreign body got by the esophago-gastric junction, it 
was later passed spontaneously with a stool. In- 
cluded in the list of objects were eighteen coins, 
three bone fragments, seven nails, five bobbypins, 
five straight pins, two open safety pins, and a 6- 
centimeter corsage pin. For foreign bodies that have 
reached the stomach, the authors recommended 
watchful waiting, regular diet, and abstinence from 
cathartics. The only indications for immediate 
laparotomy would be signs of hemorrhage, obstruc- 
tion, or perforation. (California Med., 79: 293, 
1953.) 


Carotid Sinus Syndrome 


Hyperactivity of the carotid sinus reflex was found 
by Soloff and Zatuchni in seven out of twenty con- 
secutive patients having auricular fibrillation. The 
authors noted that it is surprising that carotid sinus 
syndrome has not been observed more frequently 
in cases of auricular fibrillation. Many such patients 
have coronary artery disease and hypertension and 
most of them are receiving digitalis—factors known 
to be associated with an increased likelihood of 
carotid sinus hyperactivity. 

All of the authors’ patients gave histories that 
suggested carotid sinus syndrome. Five of the seven 
had suffered one or more episodes of syncope— 
often in association with factors known to stimulate 
the carotid sinus reflex (movement of the head, 
change in body posture, straining, coughing). In 
all seven patients, pressure on the carotid sinus 
produced a cardio-inhibitory effect—ventricular 
standstill or an abrupt slowing of ventricular rate. 
The auricular rate was not affected. These facts 
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suggested that the predominant effect was on the 
auriculoventricular node. 

For therapy, the authors recommended that ad- 
ministration of digitalis should not be interrupted 
in cases of this kind, in spite of the fact that this 
drug potentiates carotid sinus reactivity. They be- 
lieve that the salutary effect of digitalis upon cardiac 
efficiency outweighs this undesirable action. Other- 
wise they used vagal blocking agents. They recom- 
mended an attempt to restore sinus rhythm by 
means of quinidine, but reported that they have had 
little success with this method in patients having 
advanced heart disease. (Am. J. M. Sc., 226:281, 
1953.) 


Reactivation of Rheumatic Fever 


AccorDING to the experience of Soloff and co- 
workers, about one-fourth of all patients who under- 
go mitral commissurotomy develop postoperative 
reactivation of rheumatic fever. Prediction of this 
syndrome has not been possible on the basis of pre- 
operative clinical studies, and the incidence of the 
syndrome seems unrelated to the operative findings 
or to the discovery of Aschoff bodies in auricular 
appendages amputated at operation. 

The syndrome was invariably characterized by 
chest pain and fever that appeared after a variable 
latent period following operation. The incidence of 
other symptoms in forty-three cases was tabulated 
by the authors as follows: 


Basic (pain and fever) only . . . es 6 
Basic plus heart failure. . . eee 
Basic plus arrhythmia and heart failure . . . . 12 
Basic plus arthritis and heart failure. . .... . 3 
Basic plus arthritis, arrhythmia, and heart failure . 2 
Basic plus hemoptysis and heart failure... . . 2 
Basic plus heart failure and death . ...... 3 


They suggested that the syndrome may be more 
common than their own experience indicates. Thus 
they noted the possibilities of its being overlooked 
or of its being prevented or modified because some 
physicians routinely administer large amounts of 
salicylates for some time after operation. The 
authors commended the latter policy. (Circulation, 
8:481, 1953.) 


Mitral Commissurotomy in Older Patients 


IN THE experience of Janton, Glover, and O'Neill, 
chronologic age is not an important criterion for 
selection of patients for surgical treatment of mitral 
stenosis. Thus, they have operated upon thirty-five 


patients over the age of 50, with an operative mor- 
tality of 8.5 per cent (three deaths). In their first 
twenty patients of this group, results of mitral 
commissurotomy were appraised as excellent in six. 
Nine additional patients were felt to be objectively 
and subjectively improved as evidenced by their 
resumption of almost normal activity. Three pa- 
tients were unimproved, and there were two deaths 
(both in Class IV cardiacs). There was no difference 
in postoperative morbidity for these older patients 
when they were compared to younger patients un- 
dergoing the same operation. (Circulation, 8:321, 
1953.) 


Surgery for Abdominal Aneurysm 


More and more examples are being reported of suc- 
cessful replacement of an aneurysm of the abdomi- 
nal aorta with a homograft or other prosthesis. 
These successes far transcend results obtained with 
other methods—wiring, wrapping, endoaneurys- 
morrhaphy. They are attributable to two factors: 
improved surgical techniques and availability of 
grafts. 

De Bakey and Cooley reported successful opera- 
tions in eleven out of twelve patients. Their one 
failure was attributable to hemorrhage from a 
perforation of the aorta at a point above the site of 
the graft. These authors commented on a fortuitous 
circumstance that plays a considerable part in this 
surgical method. Almost all abdominal aneurysms 
are arteriosclerotic and develop in the portion of 
the aorta that is distal to the renal arteries. This 
makes grafting practicable without compromising 
the circulation to the kidneys. (Surg., Gynec. & 
Obst., 97:257, 1953.) 


Mechanical Cleansing of Bronchi 


Baracu, Beck, and Smith described an apparatus 
that cleanses the respiratory passages of secretions 
by forcibly withdrawing air at a flow rate that ex- 
ceeds the effect of a cough of maximum effort. A 
mask is fitted to the patient’s face. A pressure blower 
supplies air at positive pressure by which the lungs 
are gradually inflated. At the peak of “inspiration” 
the bronchi are greatly dilated, which facilitates 
passage of air beyond cccluding secretions into the 
alveoli. At the moment of this peak effect, positive 
pressure abruptly ceases, and a vacuum blower is 
activated. This withdraws air through the mask at 
a high flow rate, thereby expelling secretions from 
the respiratory passages more efficiently than hard 
coughing. 


The method is valuable chiefly in conditions i). 
which retention of bronchial secretions causes pul- 
monary atelectasis or impairment of respiratory 
function—bronchial asthma, bronchiestasis, em- 
physema, poliomyelitis. (Am. J. M. Sc., 226:241. 
1953.) 


Black Widow Spider Bite 


ALLEN reported a case of black widow spider bite in 
which d-tubocurarine afforded prompt relief of 
symptoms. The syndrome that follows the bite of 
this spider is characterized by pain and spasm of 
muscles, chiefly in the abdomen and back. In the 
case reported, pain and spasm of muscles continued 
to increase in spite of administration of calcium 
gluconate intravenously and morphine intramus- 
cularly. Then the patient was given 9.0 mg. of 
d-tubocurarine intravenously and obtained relief 
from pain and spasm almost immediately. Later when 
symptoms returned, a second dose of the drug was 
mixed with 1,000 cc. of saline and given intraven- 
ously over a period of three hours. Symptoms again 
subsided promptly. The patient also received anti- 
venom. (Ann. Int. Med., 39:624, 1953.) 


Gouty Arthritis 


In us excellent review, Talbott lists three criteria 
for a diagnosis of acute gouty arthritis—a charac- 
teristic clinical picture, an elevation of serum urate, 
and a satisfactory response to colchicine. In evalu- 
ating estimations of serum urate, he warns that 
certain antiarthritic agents—-salicylates, cincophen, 
ACTH, phenylbutazone—depress serum urate lev- 
els and may lead to confusion in diagnosis. These 
uricosuric agents should be omitted for at least 
forty-eight hours if the concentration of serum urate 
is to be used for diagnostic information. 
Colchicine remains the most practical drug for 
treatment of an acute attack of gout. Its pharma- 
cologic action is unknown. When given in what 
Talbott calls a ‘‘full course,” the relief afforded by 
this drug constitutes a therapeutic test of diagnosis. 
One tablet of colchicine (0.5 mg.) is given by mouth 
every hour until pain is relieved or until the onset 
of gastrointestinal distress—nausea, vomiting, or 
diarrhea. When the latter occurs, colchicine is 
stopped, and paregoric is given in doses of 5 cc. 
every two hours until the untoward symptoms sub- 
side. Intravenous administration of colchicine is 
reserved for patients who are likely to be endan- 
gered by the gastrointestinal effects of the drug 
(peptic ulcer, colitis, diverticulitis). Such patients 


GP « Volume IX, Number 3 


| 
» 
| 
ig 
96 


may take four to six tablets of colchicine by mouth 
and receive another 1 or 2 mg. of the drug intra- 
venously. Talbott reserves ACTH for exceptional 
instances in which patients are intolerant of col- 
chicine and are in urgent need of treatment for 
acute symptoms. 

During the interval between acute attacks, the 
author recommends administration of colchicine in 
doses proportional to the severity of the disease. 
For mild cases (less than one acute attack a year) 
he prescribes one tablet (0.5 mg.) two or three 
times a week. For more severe cases, he gives at 
least one tablet a day. In addition, he prefers 
probenecid (Benemid) as a uricosuric agent. This 
drug is taken by mouth (2.0 Gm. daily). Other 
measures include abundant intake of water, treat- 
ment or prevention of obesity, avoidance of high 
fat intake, and elimination from the diet of foods 
having high purine content (meat extract, calf 
brain, anchovies, herring, spleen, liver, kidney, 
tongue). Most patients are allowed to take alcohol 
temperately. (California Med., 79:220, 1953.) 


Toluidine Blue in Uterine Bleeding 


. THE use of oral toluidine blue in the treatment of 
uterine bleeding has been investigated by Bickers. 
This drug, which has been used intravenously for 
hemorrhage caused by the presence of a heparin-like 
anticoagulant, has been effective in a number of 
conditions. Side effects, including nausea, vomiting, 
vertigo, hyperhidrosis, and mental excitement, have 
been noted occasionally though none of these have 
been serious. In normal animals toluidine blue has 
no effect on the platelet count or on the capillary 
permeability. Its effect seems to be solely that of 
hastening blood coagulation in cases in which 
protamine titration methods show an excess of a 
heparin-like factor. 

Oral doses of the drug were administered to pa- 
tients with various types of uterine bleeding, in- 
cluding normal menstruation. It was determined 
that, in daily doses exceeding 250 mg., marked 
bladder tenesmus frequently occurred. Therefore, 
doses of from 150 to 200 mg. daily were used. This 
dosage resulted in the reversal of the protamine 
titration as quickly and as satisfactorily as larger 
doses. 

Toluidine blue administered orally was found to 
be an effective uterine hemostatic in those cases of 
bleeding related to an increased heparin-like factor. 
The period of time required for reversal of the 
protamine titration varied from thirty-six hours to 
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ten days. In one patient requiring a ten-day period, 
no change in the protamine titration was noted 
even after that length of time. Uterine bleeding 
secondary to endocrinologic disturbance, organic 
pelvic disease, or endometrial dysfunction was not 
influenced by toluidine blue. Cyclic hypermenorrhea 
from a secretory phase endometrium, in patients 
with a positive type titration, was controlled by 
this drug in most cases. Side effects of nausea, 
vomiting, and bladder tenesmus with frequency 
were occasionally noticed, but no other evidence of 
toxicity was observed. (Am. J. Obst. e& Gynec. 
66:1313, 1953.) 


Open Treatment of Burns 


In a study of the exposure method of burn treat- 
ment, Farringer has reported its use in 426 burned 
patients. All were treated first by restoration of 
fluid and electrolyte balance. Systolic blood pres- 
sure, hematocrit, and urinary output were used 
as indices of the amount of blood and electrolytes 
to be administered. Blood rather than plasma was 
favored in this replacement. 

When the patients had recovered from shock, 
burned areas were gently cleansed with normal 
sodium chloride solution, and blisters and loose 
epidermis were removed. The more thoroughly the 
burned areas were débrided, the cleaner and more 
pliable were the resulting eschars. After débride- 
ment the patients were placed on a sterile sheet in 
such a position that the burned areas were exposed 
to the air but would not touch the sheets. Bed- 
clothes were kept off the burns by the use of an un- 
lighted cradle. In certain instances in which the 
trunk or extremities were burned in circular man- 
ner, skeletal traction was used to position the part. 

Forty-eight to seventy-two hours after the burned 
area was exposed to the air, an eschar had formed, 
and in ten to twenty-one days, depending upon the 
depth and location of the burn, this eschar was re- 
moved in the operating room. In most cases im- 
mediate grafting was possible. Dressings were 
changed in five days after grafting. Skeletal traction 
was used in the form of Kirschner wires placed 
through the calcaneous bone or through the femur 
just above the condyle if the severity of the burn 
was sufficient to warrant the added risk of osteo- 
myelitis. No osteomyelitis developed in any of the 
cases reported. 

The advantages of this method of treatment were 
cited. Freedom from the odor that frequently ac- 
companies pressure dressings was noted, which re- 


sulted in higher morale, and since the patients’ 
appetites were better, protein replacement was easi- 
er. There was less protein and blood loss by the 
exposure method because of the sealing effect of 
the eschar. The number of dressings necessary in 
treating a third-degree burn was reduced by about 
one-half, and the number of professional personnel 
required for the patient’s care was also reduced. 
(Am. Surgeon, 19:1104, 1953.) 


Complications Following Splenectomy 


ALTHOUGH complications following splenectomy are 
uncommon, Cauble has reviewed the literature and 
reported two cases of intestinal obstruction follow- 
ing the removal of spleens ruptured by trauma. The 
author reported that the two late complications of 
splenectomy most commonly seen are the produc- 
tion of large adhesive bands in the upper abdomen, 
resulting in small bowel obstruction, and splenic 
tissue implants in the omentum and on the abdo- 
minal viscera. These implants have been reported 
to produce obstruction, and it is believed by some 
that they are secondary to the original trauma to 
the spleen and not to the operative procedure. In 
one case reported in the literature, between 300 and 
400 splenic nodules were found along the intestine, 
colon, omentum, mesentery, and parietal peritone- 
um, resulting in intestinal obstruction. 

In the two cases reported, large adhesive bands 
were found in the abdomen, causing small bowel 
obstruction in the upper ileum. The first patient 
developed obstruction two years following splenec- 
tomy for trauma, and the other, three months fol- 
lowing the operation. Cauble quoted other authors 
as recommending care in the surgical technique of 
elective splenectomy to prevent splenic implants, 
although he felt the implants were usually due to 
the original splenic trauma. On the basis of the 
cases reported, he recommended that surgeons be 
made aware of the possibility of obstruction at any 
time following operation for traumatic rupture of 
the spleen. (Am. Surgeon, 19: 1083, 1953.) 


Effect of Travel upon Pregnancy 


Durine war there is little control over the move- 
ment of pregnant wives of Armed Forces personnel, 
and an excellent opportunity has been afforded to 
observe the effects of travel on pregnancy. Such a 
study was carried out by Guilbeau and Turner. 
During a twelve-month period at two separate Air 
Force hospitals, nearly 2,000 patients were observed 


who traveled a minimum of three hundred miles at 
one time during their pregnancy. Approximately 
fifteen hundred of these traveled by automobile, 
others by train or airplane. In this total group of pa- 
tients seventy-five abortions and sixty-four threat- 
ened abortions occurred. This resulted in a 4.2 per 
cent incidence of abortions occurring before 
twenty-eight weeks’ gestation—a figure well below 
the generally accepted 10 per cent for spontaneous 
abortion. 

Premature labor and the onset of labor in term 
patients following journeys was negligible. The 
length of the journey had no apparent effect upon 
complications, nor did the type of transportation. 
The occurrence of an abortion in a previous preg- 
nancy did not increase the risk of abortion in 
women who traveled. Only four patients who had 
experienced threatened abortions prior to their 
journeys aborted but, since all of these had had 
symptoms within one week of the beginning of their 
trip, the authors did not believe that travel itself 
during pregnancy carried more hazards to gestation 
than might normally occur in nontraveling women. 
(Am. Surgeon, 66: 1224, 1953.) 


Thiamine Deficiency Mimicking Phlebitis 


IN PATIENTS exhibiting subclinical thiamine defi- 
ciency, this deficiency may be increased following 
operation or delivery to such an extent that calf 
pain and tenderness mimicking thrombophlebitis 
will occur. In an interesting report, Eiseman stated 
that, in the Far East where vitamin B, deficiency is 
very common, all postoperative and post-partum 
patients complaining of leg pain and tenderness 
are given large doses of thiamine, usually with 
relief of symptoms. Four cases from Thailand and 
Malaya were presented in which swelling of the calf 
muscles, tenderness, and a positive Homans’ sign 
developed immediately after operation or delivery. 
In all cases the calf pain disappeared within a few 
days after the administration of large doses of 
thiamine. 

The signs and symptoms of thiamine deficiency 
and thrombophlebitis are so similar that the dif- 
ferential diagnosis may be difficult. Malnourished 
individuals, especially those who are alcoholic or 
who follow food fads, are particulariy susceptible 
to postoperative vitamin B, deficiency. Symptoms 
include calf pain and tenderness, with tenderness 
of the involved nerve trunks as well as of the mus- 
cles which these nerves supply. A positive Homans’ 
sign is common. There is a curious hardness and 
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swelling of the calf muscles probably due to the 
accumulation of extra- and intracellular fluid in 
the area of involvement. 

Diminished or absent ankle and knee reflexes, 
when present in vitamin B, deficiency, provide a 
ready means of differentiation between it and phlebo- 
thrombosis, but when no changes are present, the 
most helpful differential sign is in the clinical 
response to large doses of thiamine. Under thiamine 
therapy, pain and tenderness disappear within a 
few days unless the deficiency has been present for 
a long time. In the management of postoperative 
patients who develop leg pain and tenderness, the 
danger of omitting therapy in thrombophlebitis is 
real, but if nutritional deficiency is seriously sus- 
pected, the author stated that it might be warranted 
to withhold other treatment than large doses of 
thiamine for a few days. (Surgery, 34:863, 1953.) 


Wound Healing Without Dressings 


Herretz and his co-workers have carried out animal 
experiments to determine the effect of dressings on 
wound healing. Human experiments included 
fifty-three aseptic, undrained, well co-apted surgical 
wounds which were divided into three groups. 
Some of the patients were dressed in the usual 
manner, some had a dressing applied for twenty- 
four hours only, and the rest had no dressings ex- 
cept for a sterile towel loosely applied during the 
patient’s return to the ward. 

There was equal and satisfactory wound healing 
in all three groups. Bacterial counts from the 
wounds on the first, second, and fourth post- 
operative days showed considerable variation but 
no significant differences. In general, fewer patho- 
genic bacteria were found in the wounds without 
dressings. Patients accepted the undressed wounds 
without fright. 

Certain wounds required dressings, including 
those done under local infiltration, those drained, 
wounds and scars of previous operations, those in 
which bleeding could not be completely controlled, 
wounds closed hastily because of the nature of the 
operation, and wounds subject to trauma or con- 
taining potential or actual dead space. 

The authors believe, however, as a result of their 
experiments, that certain wounds require no dress- 
ings. These include operations performed under 
general anesthesia by sharp dissection with gentle 
handling of tissues in which nonabsorbable sutures 
have been employed. They should contain no 
drains and in general should have an absence of 
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contamination. They cited certain advantages of 
wounds without dressings, including the oppor- 
tunity to observe them more frequently, avoidance 
of irritation from adhesive tape, economy in surgical 
supplies, and sometimes reduction in the hospital 
stay. (Arch. Surg., 67: 661, 1953.) 


Anticoagulant Therapy 


In a review of anticoagulant therapy, deTakats has 
stated that heparin is still regarded as the best anti- 
coagulant. He recognized three phases of thrombo- 
embolic disease. The first is the acute phase, with 
local symptoms and a general reaction of the body 
to a stress stimulus. During this stage large doses of 
heparin were recommended. In this period the sensi- 
tized clotting time is shortened, the patient retains 
water and sodium, and his tolerance to intravenous 
heparin is increased. The eosinophil count is low. 
The use of large doses of the drug will terminate 
this acute thrombotic state, but early administration 
is necessary. Daily doses as high as 1,000 mg. of 
heparin, given in two intramuscular doses of 500 
mg. each day, may be required. 

The second phase of thromboembolic disease is 
characterized by a sudden diminution of edema, 
marked dieuresis, a fall in temperature to normal, 
and a rise in the eosinophil count with marked sen- 
sitivity to heparin. During this stage the heparin 
dosage should be cut sharply to about 300 mg. per 
day in eight-hourly doses. It is during this phase 
that hemorrhage may occur as a result of too much 
of the drug. The body’s own mechanism is begin- 
ning to work. 

If properly treated, this phase leads to a third 
phase of recovery in about two weeks. If it is not 
treated properly, there may be a phase of delayed 
convalescence that leads to chronic recurrent throm- 
boembolic disease. 

A so-called terminal phase may supervene. This 
corresponds to total exhaustion of the clotting mech- 
anism. Here, anticoagulant therapy may fail, al- 
though the author believes this may be the field for 
a continuous intravenous drip of heparin. Although 
Dicumarol is of value in inhibiting the formation of 
prothrombin in the liver, small doses of the drug 
seem to increase the clotting tendency possibly 
through increased fibrinogen levels. 

DeTakats recommended the control of an over- 
dose of heparin by protamine or toluidine blue. 
Although blood transfusions are of value in any 
type of hemorrhage, if not very carefully cross- 
matched, they may increase it. Hemorrhage from 
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Dicumarol can best be treated by oral and intra- 
venous doses of vitamin K. One hundred milligrams 
intravenously brings the prothrombin level back to 
safe range in about four hours. In the recalcitrant 
case of a patient who continues to throw emboli 
during anticoagulant therapy, vena-caval ligation has 
a place, in the opinion of the author, as a life-saving 
measure. (Surgery, 34:985, 1953.) 


Panic in Disaster 


In A timely editorial on the subject of major disasters, 
Churchill has pointed out that panic affecting those 
responsible for the safety of a community or the care 
of the injured may result in harmful decisions which 
no normal minds could make. He compared the 
effects of a major disaster, affecting a civilian com- 
munity, with similar disasters frequently seen and 
managed by well-trained teams during World War II. 
Taking for example the tornado which struck 
Worcester, Massachusetts, in 1953, he pointed out 
two errors which resulted from the stress of the dis- 
aster scene. First, there was a total lack of even dis- 
tribution of the injured among the hospitals of the 
region. As a result, hospitals close to the scene of 
the tornado were overloaded with patients which 
they could not care for adequately, while slightly 
more distant hospitals received none of the injured. 
He pointed out that among mobile hospitals of an 
army in combat, this distribution of casualties is one 
of the most exacting tasks of the military medical 
service. Hospitals near the scene must not be allowed 
to be swamped by the less severely injured who are 
able to withstand transport to more distant points. 
Second, many lacerations which were contami- 
nated were sutured without adequate débridement, 
whereas it has been demonstrated repeatedly that 
contaminated wounds under combat or disaster 
conditions should never be sutured primarily. 
The author emphasized that no blame should be 
placed on any of the personnel who aided in the 
treatment of the injured. However, he stated that 
panic need not take the form of overt terror but can 
be manifested by decisions which could be reached 
only by people in whom the faculty of practical 
reason is impaired. (Ann. Surg., 138:935, 1953.) 


Coarctation of Aorta 


On THE basis of his experience with twenty-eight 
cases of coarctation of the aorta, Sealy proposed 
that the strongest indication for surgical treatment 


is the combination of coarctation and some ot!.cr 
anomaly of the heart or great vessels. Seven of {iis 
own patients were in this category—six cases of 
aortic insufficiency and one case of mitral disease — 
and four of these had heart failure. In such patients, 
postoperative results were usually dramatic, being 
characterized by reduction of cardiac size or sub- 
sidence of heart failure or both. 

Regarding the influence of age on decision for 
surgical treatment, Sealy wrote: “In the very young, 
operation is mandatory, when adequate circulation 
cannot be maintained and development is retarded. 
When the patients are 5 to 10 years of age, there 
are technical advantages in performing the opera- 
tion at this time that outweigh any consideration of 
further growth at the anastomotic site. When the 
patient is above the age of 30, the operation becomes 
more hazardous. The mere diagnosis of coarctation 
associated with mild systolic hypertension does not 
constitute an unequivocal indication for operation 
in this age group.” (Surg., Gynec. ¢ Obst., 97:301, 
1953.) 


Treatment of Muscular Dystrophy 


In a preliminary report, Van Meter stated that all 
of ten muscular dystrophy patients improved re- 
markably after oral administration of Vitamin Bj», 
folic acid, and a proprietary mixture of amino acids 
and assorted vitamins. (California Med., 79: 297, 
1953.) 


Nebulized Trypsin 


Yates and Goodrich treated seventeen patients 
having respiratory diseases associated with viscid 
bronchial secretions and exudates, using trypsin by 
aerosolization. These patients were unresponsive to 
usual therapy. It was noted that as a result of this 
therapy the viscosity of the sputum decreased 
markedly, resulting in clinical improvement shown 
by decreased dyspnea, wheezing, and rales. The 
only untoward reactions noted were mild local irri- 
tation of the oral and pharyngeal mucosa. A mild 
burning sensation of the tongue and transient 
hoarseness were also observed. 

The authors suggested that nebulized trypsin 
should be used in patients with bronchiectasis, 
bronchiolitis, bronchitis, atelectasis occurring post- 
operatively, and in any condition in which bronchial 
cleansing of purulent secretions is desirable. (Dis. 
of Chest, 24:320, 1953.) 
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Information Please 


Routine Immunizations During Polio Season 


Q. What is the current consensus of authorities regarding routine 
immunization of infants during the “polio” season; either with or 
without an epidemic? | refer specifically to immunization against 
pertussis, tetanus, diphtheria, and smallpox. 


A. Although the final word concerning this ques- 
tion remains to be written, there has been a very 
definite lessening of concern over the problem of 
administering immunization injections during the 
polio season. There would appear to be little or no 
reason to withhold such inoculations in the absence 
of any unusual amount of anterior poliomyelitis. 
Whether these should be withheld in the presence 
of an epidemic is debatable, so that the choice in 
that situation may be said to rest with the individual 
practitioner. Obviously, the mores of his particular 
community will be an important factor in his ulti- 
mate decision. In any event, absolute indications 
for immunization, such as for example, exposure to 
a patient with smallpox, etc., would take preced- 
ence over the questionable excessive hazard of 
immunizing during the polio season. 


Treatment of Sterility 


Q. What is the consensus regarding the use of pituitary and/or 
ovarian irradiation to stimulate ovulation in a 25-year-old sterility 
patient who has very irregular, usually anovulatory (according to 
the rectal temperature chart) menstruation, and whose BMR shows 
a minus 16? She has received small doses of thyroid. Her health is 
excellent otherwise. | am aware of the possibility of the third 
generation chromosome mutations. 


A. To the best of my knowledge, there is no evi- 
dence which indicates any particular value of those 
amounts of pituitary or ovarian irradiation ordi- 
narily administered for the purpose of inducing 
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ovarian stimulation. On the basis of published re- 
ports, it may be added that such doses should have 
no inhibitory effect on either the pituitary or 
gonads. Whether such small amounts of irradia- 
tion might affect future offspring by genetic muta- 
tion is unknown, but presumably this is very un- 


likely. 


Significance of Preeclampsia 


Q. Is sterilization of a woman indicated after two episodes of 
severe preeclampsia? She has three children. The first pregnancy 
was normal. The second baby was born three weeks premature 
with conservative therapy. The third baby was five weeks pre- 
mature and delivered with conservative therapy. Edema was 
severe and not entirely controlled with a salt-free diet. Blood 
pressure was 195/140; albumin, four plus. The toxemia was more 
severe with the third pregnancy. 


A. The history of repeated episodes of “toxemia” 
and the high level of arterial pressure indicate that 
hypertensive vascular disease is most probably 
present. (The finding of chronic arterial changes in 
the patient’s retinae will verify this.) Since many 
patients with hypertension will go through com- 
paratively normal pregnancies despite a past 
history of toxemia, sterilization is not indicated 
here. Only if there is impaired renal function, e.g., 
persistence of albuminuria, failure of the urine to 
concentrate, etc., is pregnancy contraindicated. In 
this regard, a careful search for pyelonephritis 
should be made, and if found should be treated 
adequately. 

If pregnancy ensues, the patient should be 
placed on a strict 200 mg. sodium diet and seen 
every two weeks. At the first appearance of a 
retinal sheen (a wet, glistening appearance of the 
retina), a rise in diastolic pressure, or the appear- 
ance of albuminuria, this patient should be hos- 
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pitalized, begun on intermittent Veratrum therapy, 
and evaluated obstetrically for delivery, if a viable 
fetus is present. It is the duration of the toxemia 
rather than the severity of the toxemic process that 
determines whether vascular damage ensues or not. 

If this patient had gone through three pregnan- 
cies and were childless, I would have advised a 
sympathectomy. Frequently in such situations, 
sympathectomy will be the added safety factor 
when coupled with salt-free diet and hypotensive 
therapy, which will allow the childless hypertensive 
mother to go through a term pregnancy and deliver 
a normal living fetus. 


Treatment of Leukoplakia 


Q. What is the modern treatment of early leukoplakia of the 
tongue in a woman who does not smoke? 


A. Leukoplakia on the tongue or elsewhere on 
the mucosa of the oral cavity consists of white 
thickened patches of mucous membrane. The 
pathologic change is a hyperkeratinization of the 
epithelium, with sclerosis of the underlying con- 
nective tissue. The affected areas may desquamate, 
leaving an ulcerated base. In the late or premalignant 
phase, leukoplakia becomes papillomatous and 
fissured. One-third of cases of oral cancer originate 
in leukoplakia. 

I feel that all cases of leukoplakia of tongue or oral 
cavity when first seen should be biopsied and 
serology obtained, although syphilis has not proven 
an important factor in the development of leuko- 
plakia. Ill-fitting dentures or rough ragged teeth 
should be corrected. Avitaminosis should be con- 
sidered if the lesions persist in spite of corrective 
dental measures. I have found 100,000 units of 
vitamin A with adequate amount of vitamin B daily, 
for a period of one or two months, will greatly im- 
prove areas of leukoplakia. Intractable areas of 
leukoplakia, if proven benign by biopsy, are de- 
stroyed by electrodessication or actual cautery, 
under local anesthesia. Healing occurs by granula- 
tions. Large areas are better treated by x-ray 
therapy through an intraoral cone, also by radium 
plaque or by radon seed. Such treatment, in doses 
up to 2,000 roentgens, causes a sharp reaction 
which may persist four weeks or more. Antibiotics, 
in the form of lozenges, may be used to advantage 
during the period of rawness from cauterization or 
radiation therapy. 


“Numb” Hands During Pregnancy 


Q. | have an obstetric patient in the last trimester who has recently 
been complaining of “numbness in the hands” and “hands going 
to sleep.” These symptoms occur frequently day and night and are 
accompanied by pain. They are limited only to the hands and 
forearms. Relief is sometimes obtained by active and passive mo- 
tion, by warm water, and by vibration. 

Can you enlighten me concerning the etiology and treatment? 
Remaining physical examination and laboratory work is negative. 
There is no discoloration of the hands. The pulse is normal. 


A. Several factors contribute to the symptoms 
which you have described. In the last trimester the 
expectant mother can sleep neither on her abdomen 
nor on her back. She necessarily sleeps on her side. 
This causes shoulder pressure and impairs circula- 
tion of the upper extremities. Circulatory stasis con- 
tributes to edema and numbness of the hands. 
Shoulder pressure can be prevented to some degree 
by an extra pillow placed under the upper chest. 
A high phosphorus level may cause muscle spasm 
leading to numbness of the arms and hands. A 
proper calcium-phosphorous balance in pregnancy 
is maintained by not prescribing phosphates. 

Page and Page (Obstetrics and Gynecology, 1:94, 
January, 1953) use aluminum hydroxide to eliminate 
phosphorus in all patients who develop muscle 
spasm. In late pregnancy sodium retention causes 
tissue edema. Swelling of the hands with associated 
paresthesia is a sign of toxemia. Edema of the hands 
is an indication for salt restriction, sodium elimina- 
tion, and careful observation for other signs of 
pregnancy toxemia. 


Retroversion of Uterus 


Q. Should any attention be paid to an asymptomatic retroverted 
uterus in the nonpregnant woman? In early pregnancy? Post-partum? 


A. So long as a retroverted uterus remains asymp- 
tomatic it should be ignored under all circumstanc- 
es, even to the point of not mentioning the observa- 
tion to the patient. Should the retrodisplacement 
be suspected of causing backache or hypermenor- 
rhea in the nonpregnant woman, urinary retention 
or pain in early pregnancy, or subinvolution in the 
puerperium, the uterus should be replaced, and a 
suitable pessary left in position for one or two 
months. Surgical procedures for the correction of 
asymptomatic retroversion have been properly 
relegated to obscurity. 
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Preceptorships Teach Art of Medical Care 


BY RUTH SUN 


“I’M WALKING BEHIND You!”’ has become the theme 
song of a lot of medical school seniors, at least for 
part of their fourth year. During periods ranging 
from five and a half to eleven weeks, they’re walking 
behind experienced general practitioners in some 
twenty states across the land, literally shadowing a 
family doctor night and day as he makes rounds, 
operates, or sees patients in his office. 

It’s all part of the general practice preceptorship 
program started in 1926 at the University of Wis- 
consin and now going strong on 21 campuses. Re- 
sults are being enthusiastically hailed by preceptors, 
preceptees and medical school faculties alike. 

Down in Texas, where a preceptorship program 
was inaugurated in 1950 with the active co-opera- 
tion of the Texas Academy of General Practice, 
they think the preceptorship accomplishes a lot of 
worthwhile things. 

First of all, it shows what “general” practice is. 
Most medical school professors are specialists, 
teaching as much as possible about one subject. The 
student, seeing a patient for one special ailment, 
often fails to consider that he may have other ail- 
ments all more or less related, but which fuse into 
the complete individual only in general practice. 

Then the preceptorship demonstrates minor ail- 
ments, and shows what to do for them. The patients 
that the student has seen in the teaching center 
haven’t come, for the most part, for run-of-the-mill 
disorders, the kind that constitute a large part of 
the general practitioner’s work. 

A student can learn a lot about the good ap- 
proach to patients in a preceptorship, too. He’s 
apt to miss this in the teaching institution, because 
many of the patients accepted there are indigent, 


are receiving treatment gratis because they have a 
disease desirable from the teaching standpoint, and 
must be recompensed for invasion of privacy. Thus 
there is no business incentive for being tolerant or 
even particularly pleasant. Nor are many such pa- 
tients willing to enter into the confidential rela- 
tionship that the family doctor has with his pa- 
tients, a relationship which constitutes a special 
function of the doctor who is a friend. 

During the preceptorship, for the first time, pos- 
sibly, in his medical career, the student finds him- 
self treated as an individual. In medical school he 
has been one of a section, group, or class. Clinical 
departments don’t have time to concentrate on the 
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Dr. E. Sinks McLarty (right), chairman of the preceptor- 
ship program for the Texas Academy of General 
Practice, visits with a preceptor and his preceptee. 


individual student to the extent of letting him ex- 
amine an individual patient, check the diagnosis 
and treatment he arrives at, and then follow the 
student and his patient to the end of the case. 
Competing with the student to learn are interns 
and residents who sometimes say to the student: 
“Don’t bother about that now. You’ll get to it in 
your internship/ or residency.” 

The student can even make house calls during 
the preceptorship, a facility only a few medical 
schools can provide. The student has wondered— 
do you sit on the bed? Do you smoke? Do you ask 
other members of the family to leave? Should you 
make any comment on conveniences or the lack of 
them? Such questions will usually remain unan- 
swered for graduating students, unless they get 
them in preceptorship. 


Preceptorship Stresses Responsibility 


More importantly, the preceptorship permits the 
student to accept responsibility. In the medical 
school, the staff, the residents, the interns, absorb 
responsibility before it can sift through to the 
student. As a result, doctors often claim they 
feel insecure when they first enter practice—don’t 
know their limitations—can’t recognize the point 
where consultation and/or referral may be called 
for. 

In addition to the purely medical, the student 


meets the economics of medicine directly, prac- 
tically, and realistically in the preceptorship. Di.- 
cussions of fees, collections, charity work, taxes, 
overhead, employees, bookkeeping, relationships 
with other local doctors, are usually not included in 
the classroom scope. Medical school professors 
comprise a special group in that they combine 
teaching with some private practice, usually, and 
derive income from both sources. Hence they can’t 
teach methods of setting up general practice. 

The student will bump into the detail man dur- 
ing his preceptorship, and will learn something 
about how to handle him and how much to rely 
upon him. With prescription writing becoming a 
lost art in favor of brand-name products, busy 
doctors have come to depend more and more on 
the packaged prescription. 

And the preceptorship will give the student some 
much-needed practice in surgery. In the medical 
schools, the residents get the bulk of surgical train- 
ing. Interns, to some extent, and medical students 
almost completely, are relegated to the gallery. 
When the student can be first assistant, at least on 
routine procedures like appendectomies, he gets 
the invaluable training that only the “feel” of 
doing can impart. In short, the preceptorship gives 
the student opportunity to do many things as an 
individual, to put theory into practice, and, by so 
doing, to obtain a broad, overall view of medicine 
through general practice, and a close look at his 
own shortcomings and capabilities. 

The preceptor, for his part, can specifically help 
the student learn about general practice by permit- 
ting him to observe closely (most patients don’t 
object if the student’s status is explained), and by 
discussing the case and its implications later with 
him. The preceptor can help the student under- 
stand the rationale of treating common ailments— 
colds, headaches, backaches, boils, etc.—and, as 
mutual confidence is established, can permit the 
student to diagnose and propose treatment. The 
preceptor can further help the student with practical 
details—methods of greeting patients, of question- 
ing, listening, examining, and discussing fees. He 
can bolster the student’s ego by calling him “Doc- 
tor” and can create a friendly, warm atmosphere so 
that the student will gradually come to feel free to 
offer opinions. 

The preceptor can let the student do a follow-up 
call by himself after a dozen or so house calls have 
been made together. (In such a case, the student 
reports all findings to be checked by the preceptor). 
By exerting adequate supervision, the preceptor 
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can help the student accept responsibility. The 
preceptee can, for example, make afternoon or 
evening hospital rounds, attend to night emergency 
cases until the doctor arrives, check on intravenous 
procedures, or suture minor lacerations. 

In addition, the preceptor can advise the student 
on costs of establishing practice and on methods of 
financing, can share his own experience with detail 
men, can permit the student to act as first assistant 
in surgery—in sum, can give the student oppor- 
tunity to do things, though always with supervision 
close at hand. The student can finally have some 
patients of his own, can examine them, diagnose 
them (using laboratory and x-ray facilities as 
needed), can follow them in the home, the office 
and the hospital. 


Strict Precautions Must Be Observed 


There are always, however, some precautionary 
aspects to remember: first of all, that the student 
should never be left alone to cope with even the 
simplest of practices. For the preceptor to take any 
time off and get beyond normal phoning distance 
invites disaster for the entire program. 

Furthermore, the preceptee remains a student 
exactly as if he were attending classes. For that 
reason, the preceptor must not pay him any money 
beyond that prescribed by the state’s program. Pay- 
ment of extra money by one doctor creates intense 
dissatisfaction among students not so paid. 

In discussing finances of his practice, the precep- 
tor should be sure that net income is made clear 
if gross clinic and hospital income is mentioned. 
Students sometime get distorted notions of income 
when only gross income is cited. 

Nor must the preceptor permit the student to sign 
prescriptions or to write unconfirmed orders. While 
students are capable of doing a great deal well, they 
are still learning to practice medicine and are 
neither legally nor educationally ready to assume 
total responsibility. 

Last of all, the preceptor should not encourage 
the student to cut his hospital training short and 
hurry back to him after graduation. Every student 
should be aware of the perils of returning to general 
practice after only one year of hospital training. It 
is no accident that the American Academy of Gen- 
eral Practice endorses a general practice residency. 
The field is a complex one and requires plenty of 
preparation. 

Under such a preceptoral regime, a student gets 
to see how medicine is practiced at the grass roots, 
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“The preceptorship demonstrates minor ailments and 
shows what to do for them, even giving the student 
opportunity to diagnose and propose treatment.” 


away from the large medical center where his study 
has been concentrated. He gets to know firsthand 
the responsibilities of a physician in community 
life, learns the economics of medical practice, and 
develops appreciation for at least some of the prob- 
lems the general practitioner faces when he com- 
pletes medical school and internship. 

The preceptor, on the other hand, has the latest 
ideas and concepts of diagnosis and treatment 
brought to his attention, faces the necessity of re- 
evaluating the rationale of his methods because of 
the student’s questions, gets the companionship and 
technical assistance of a person in the same field, 
which, in isolated areas, is often important. 

The general public profits because students are 
informed at first hand of the opportunities and satis- 
factions possible in up-to-date general practice in 
rural communities. Whether the student ultimately 
becomes general physician or specialist, he is proba- 
bly, in the long run, a better doctor for having par- 
ticipated in the program, and in this way the cause 
of better medical care is advanced. 

To the medical world in general the preceptor- 
ship program is important in that it enables stu- 
dents, who receive from it a broad, over-all picture 
of medicine in one place and at one time, to decide 
with some degree of assurance the area of medicine 
they wish to enter, and prepares them better to 
accept and fulfill the responsibilities of internship. 
Finally, the preceptorship gives the student who 
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ultimately goes into specialty a greater appreciation 
of the problems and capabilities of the conscientious 
general practitioner. 

Main advantage is that the student is taught some 
of the art of medicine, a natural and fitting comple- 
ment to the science he has absorbed in detail in the 
classroom, laboratory and clinic. Figuratively he sits 
at the feet of an older and wiser guide and counselor 
whose years of experience in treating human beings 
in an environmental situation can enrich the young 
man’s background. Where the preceptor is good, 
the net result is the medical equivalent of the per- 
fect university—Mark Hopkins at one end of a log, 
and a student at the other. Quite literally, this is 
the tutorial method of the Greeks, of Hippocrates, 
brought up to date and focussed to meet a social 
need. 


Program Started in Wisconsin 


The preceptorship program was initiated back in 
1926 in Wisconsin, at the instigation of the late Dr. 
Charles R. Bardeen. It was his idea that the medical 
school must do something about the fact that mod- 
ern medical education had evolved to the point 
that the embryonic doctor was pulled away from 
observation of the influence of environment upon 
disease. His suggestion was that students spend a 
portion of their senior year in intimate contact 
with recognized practitioners throughout the state. 

He wanted the student to have every opportunity 
to observe the problem at hand and the clinician’s 
solution to it. He wanted to bring the student into 
the home, the office and the hospital in the intimate 
relationship of an assistant to, or an observer upon, 
the practitioner of medicine in the field. The first 12- 
week trial period proved so successful that it was 
extended to 24 weeks. But this was too long, and 
the program was returned to its initial length. To 
accommodate the plan, the senior year has been 
extended by 12 weeks, making a long 48-week year 
for the Wisconsin senior. 

In general, the states having the plan select 
preceptors from a panel of general practitioners 
approved either by the state medical society or by 
the state chapter of the American Academy of Gen- 
eral Practice. (In Kansas, all preceptors must be 
located in towns of 2500 or less population.) Mem- 
bers of the senior class are then sent, in rotation, to 
live for a stated period of time with the preceptors. 
Some schools use the summer vacation period be- 
tween the junior and senior years for the preceptor- 
ship, others arrange it for the senior year. 

Ideally, the preceptee lives in the home of the 


preceptor, becomes a member of his family, eats his 
meals with the preceptor, answers night calls with 
him, shadows his every activity. Where it isn’t pos- 
sible for the preceptor to house the student with his 
family, small apartments or hospital housing is suj- 
plied. In all states, the preceptor is responsible for 
housing and feeding the student; in Texas, for 
supplying $25 a month, as well. for incidental ex- 
penses. In Kansas the preceptorship period is 
limited to five and a half weeks because many of the 
students are married and holding down outside 
jobs of some sort. It’s felt that such students can’t 
be happily kept away from family and job responsi- 
bilities for a longer period. 

The preceptorship is definitely not intended to 
duplicate the school experience, but rather to com- 
plement it. As one medical school administrator 
puts it: “The students go out to their preceptor- 
ships little boys; but they come back men, mature, 
with hair on their chests, medically speaking. They 
are now vitally interested in their relationships 
with patients, with druggists. They’re better oriented 
to problems of their education, of medical practice, 
to what sort of postgraduate education will best 
fit them for the type of practice they'll encounter. 
When they leave here to set up for themselves, they 
won’t be lambs going out to the slaughter. A student 
will know, for example, that if there’s no surgeon 
within a hundred miles of his practice, he’d best 
brush up on his surgery.” 

In Kansas, the preceptorship plan was started in 
1950, when Dr. Franklin J. Murphy, now Chan- 
cellor of the state university, was Dean of the medi- 
cal school. Dr. Murphy developed the Kansas pre- 
ceptorship plan as part of an over-all Rural Health 
Program, goal of which was to interest young medi- 
cal graduates in small town general practice and 
thereby to solve the problem of maldistribution of 
medical personnel. In the short span of years it has 
operated, the program has done just that. One stu- 
dent, who had been considering specialization, re- 
ported: “After seeing a general practitioner in ac- 
tion, I now find myself seriously considering my 
future plans with an eye toward general practice. 
It’s perhaps the most effective way of establishing a 
complete relationship with my future patients.” 

In another case, the preceptorship served to 
prove to a young man’s satisfaction that what he 
really wanted to do was to become a specialist. 
**None of this small town stuff for me,” he snorted. 
“I thought I wouldn’t like it, and now I know!” In 
clarifying his mind, the program had done a service 
in reverse! 
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In addition to the rural preceptorship experi- 
ence, Kansas University studénts and students at the 
University of Washington also get five and a half 
weeks in a state mental institution. In Kansas, there 
is also experience at a veterans’ hospital, at a private 
hospital, as well as at the university medical center 
—so that there is as wide a sampling as possible of 
future avenues of practice. Kansas also boasts an 
intramural preceptorship, in which general practi- 
tioners from the Greater Kansas City area and im- 
mediate vicinity teach students general medicine in 
the university clinic. 


Evaluations Are Favorable 


Most of the programs request evaluation of the 
preceptor by the student, and of the student by the 
preceptor. Almost unfailingly, comments have been 
enthusiastic. One Texas student wrote: “I feel that 
my preceptorship experience was invaluable to me 
in every way. My preceptor was an excellent teacher 
and his interest and enthusiasm in the practice of 
medicine was certainly inspiring, as well as quite in- 
fectious. He has a natural knack for teaching and is 
a master in the art of the practice of medicine.” 

Another said: ‘‘Preceptorships are excellent for 
learning 

1. the business of medical practice; 

2. patient relationships ; 

3. office practice and office technique; 

4. techniques and expectations of patients in 

home visits ; 

5. the proper place of a good doctor in the com- 

munity.” 

Still another put it this way: 

“TI learned about those aspects neglected entirely 
in medical school : fees, time off, equipment needed, 
treatment of common complaints, relationships with 
patients and other physicians.” 

Someone with a broad view of the picture said: 
“Socialized medicine is inevitable unless we provide 
the American people with good general practition- 
ers. And how to develop good general practitioners ? 
By giving medical students a chance to see general 
practice at first hand.” 

In preceptors’ ratings of students, the qualities of 
promptness, individual initiative and approach to 
patients are least often rated excellent. These repre- 
sent fields of little emphasis at medical school. Ini- 
tiative improves during preceptorship as a student 
finds he is not ridiculed or embarrassingly criticized 
if he is wrong. 

Aims of the preceptor have been listed as follows: 
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1. To help the student understand more fully 
the individual nature of private patients and the 
need for understanding each patient as a person 
with a family, job, and other sources of trouble in 
addition to the presenting complaint. 

2. To demonstrate what general practice is and 
the scope of the general practitioner’s work. 

3. To show the unique problems of house calls, 
night calls, and private office routine. 

4. To give the student some concrete ideas of 
the elements of practice management and of the 
medical economics of private practice. 

5. To act as personal advisor to the student. 

In the latter capacity, many preceptors become 
so close to their charges that deep and lasting 
friendships result, with the student seeking the 
preceptor’s counsel and advice long after the period 
of preceptorship has ended. 

Each preceptor must adopt whatever style of 
teaching best suits his own personality and the 
student’s individual needs. In general, experience 
suggests these useful techniques: 

1. Treat the student as an individual, even as a 
colleague. It may be desirable to call him “‘doc- 
tor”, though no attempt should be made to hide 
the fact that he is a student doctor. 

2. Have the student make day and night calls, 
rounds, and participate in the office routine. He 
should not be used simply as a clinical clerk, as 
assistant in surgery to other physicians in the area, 
or as a laboratory assistant. 


“The preceptorship will give the student 
some much-needed practice in surgery.” 
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3. Give the student some responsibility after he 
is oriented. Try to increase his responsibility as 
circumstances warrant, but never let him practice 
medicine without the preceptor’s supervision. All 
his prescriptions, for instance, should be checked 
and signed by the preceptor-physician. 

4. Students cannot be permitted to take a pre- 
ceptor’s practice while the latter is on vacation or 
otherwise absent. 


Students Must Not Be Exploited 


The greatest danger to the program, it must be 


made clear, would be in permitting it to slip to the © 


point that the preceptees became only glorified 
laboratory technicians or surgical assistants, or 
where the doctor should take even a day’s vacation 
and be beyond call of his preceptee if needed. If 
anything of this nature were permitted to happen, 
the whole plan could rapidly lose its value; and if 
any misstep resulted in unpleasant litigation, the 
program could be quickly ended. But school admin- 
istrators usually try to visit each preceptor at least 
once a year, and the students themselves, in report- 
ing on the program, come up with suggestions for 
improvement. 

The Texas Academy, from whose rolls preceptors 
are drawn, stresses responsibility to participating 
doctors, and has not hesitated immediately to re- 


move a doctor’s name from the preceptorship list 
for infractions of the rules. 


A.A.G.P. Favors Preceptorship Program 


In addition to state chapters helping to supervise 
the program, the national Academy of General 
Practice is interested in it. At a recent meeting of 
its Commission on Education, Dr. Louis H. Weiner 
of Philadelphia stated that the Commission must 
work towards developing a program that will assist 
Academy members to become good preceptors. 
**Acting as preceptor,” he said, “is one of the best 
ways the busy general practitioner can find to con- 
tribute toward medical education and take an active 
part in the medical schools’ teaching programs. 
Under a preceptor plan for medical students, gener- 
al practitioners have an opportunity to provide 
supervised experience to the student that could not 
be obtained in any other program in the medical 
school. A general practitioner can demonstrate the 
proper relationship between doctor and patient. 
He can show the student how to set up and operate 
a private practice office. In general, the student can 


“Many preceptors become so close to their charges 
that deep and lasting friendships result.” 


acquire confidence in the handling of patients and 
in the running of a medical practice, so that he can 
later set up his own practice more advantageously.” 

The commission went on to endorse the princi- 
ples of the booklet, “Elements of a Good Preceptor- 
ship,” prepared by Dr. E. Sinks McLarty of the 
Texas chapter, and suggested it be used by state 
groups to provide information on the subject. 

Here, it seems, is a real opportunity for the Amer- 
ican Academy of General Practice to contribute to 
the education of medical students by assuming 
more responsibility for the selection and supervision 
of preceptors. It must always be clearly understood, 
of course, that administration of the preceptorship 
program is the responsibility of the medical school. 
But state and local Academies can act in advisory 
capacities and be of real assistance to the dean in 
selecting preceptors and in formulating the pro- 
gram. Academy groups can see to it that preceptors 
in their areas really understand and practice the 
essentials of a good preceptorship. 

Time was when the field of general practice was 
looked upon as the area for individuals who did not 
wish to spend additional time in professional train- 


ing. Medical knowledge has advanced so rapidly, 


however, that today an individual who contem- 
plates general practice has a challenge on his hands 
bigger than that of the man who limits himself to a 
specialty—if he expects to hold his own in the 
future. 

The Journal of the Iowa Academy of General 
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Practice uttered some important truths about pre- 
ceptorships in a recent editorial: 

The preceptorship is primarily a training period 
for the student,” it said. ‘“This does not mean so 
much that the young man or woman should have a 
galaxy of baffling cases shown him, as that he 
should learn the general run of the cases which a 
general practitioner sees. He will be more interested 
in those because he has less chance to see them (in 
medical school). This adds to his confidence. No 
general practitioner can go long without an inter- 
esting mixture of difficult diagnostic and therapeu- 
tic problems. These give the student an opportunity 
to see how the practicing doctor approaches the 
case as a humanitarian in dealing with the psychol- 
ogy peculiar to all illness. This stimulates convic- 
tion as to the reality of this phase of medical prac- 
tice. These factors, together with demonstration of 
how an office staff functions, how one handles what 
some doctors unthinkingly refer to as the “plague” 
of phone calls (but which are the very essence of 
medical practice), how case records are kept, how 
charges are determined and collections made, and 
last, but not least, how the doctor lives outside his 
professional hours, provide the young doctor a 
valuable look into his future. 

“The returns to the doctor are legion. Associ- 
ation with the youth and vigor of a medical student 
is indeed a rewarding experience. The opportunity 
to have a share in the training of tomorrow’s physi- 
cians should be inducement enough to make every 
sincere doctor clamor for a chance for such service. 
The financial outlay is a minor item. 

“Theodore Roosevelt once made a famous state- 
ment to the effect that every man in business or pro- 
fession owes to that business or profession some- 
thing of himself outside of that which brings him 
monetary gain. This is reason enough that we 
should all volunteer our services for this pleasant 
duty to our profession. 

“Of course not every medical student is going 
ultimately to enter general practice. General prac- 
tice is hard work but we know its advantages. There 
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A Kansas preceptee learns some of the arf of medicine. 


are those who do not want to work that hard, but 
success is built only on hard work in whatever pur- 
suit one adopts, and such students should be made 
to see what success in general practice means. 
Some students will go into specialty fields, but they 
too should have an opportunity to see the impor- 
tance of general practice in the over-all field of the 
economics and organization of medicine.” 

This is a period of new challenges to medical 
education. So many additional features have been 
added with advancement of science and technique, 
that the picture is one of increasing complexity. It 
has been estimated that there is now fifteen times 
more to teach than the: 2 was fifty years ago, and the 
ratio is constantly growing. The schools do as much 
as they possibly can, but there are unavoidable gaps. 
As members of the Texas Academy have put it: 
“What the schools cannot do is to help indicate 
how this knowledge can be applied to the business 
of making a living by utilizing it. Preceptorships are 
one approach to relieving this omission.” 


INDUSTRIAL noise is perhaps the most serious environmental health 
problem confronting American industry today, and has given rise 
to a new type of compensation claim based on hearing loss, even 
though no wage loss has resulted. As industry faces claims running 
into millions, and medical schools and independent laboratories 
work on various phases of the problem, no one knows what the 
courts will ultimately decide, says the Mellon Institute’s Industrial 
Hygiene Foundation of America, Inc. 
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Trends and Events in the Nation’s Capital 


Government Starts To Define Role in Medicine 


GOVERNMENT today is bidding for a larger role, or 
for more participation, in medical care than at any 
time in the past. Washington observers can recall 
no period when there were as many national health 
issues under consideration as there are at present. 
Or, paradoxically, when the prestige of compulsory 
health insurance was at a lower level. 

In this month of March, on Capitol Hill, here are 
some of the legislative proposals under serious 
study: 

Creation of a new Federal agency intended to 
encourage broader benefits in health insurance 
contracts by “reinsuring”’ against catastrophic ex- 
penses. Participating plans would pay regular pre- 
miums to the agency, just as member banks make 
payments to the Federal Deposit Insurance Cor- 
poration for comparable protection of deposits. 

Amendment of the Hill-Burton Act to project 
government further into subsidization of hospital 
construction. If enacted, it would authorize 
$180,000,000 (over a three-year period) in grants 
for building diagnostic and treatment centers, 
nursing homes, rehabilitation centers, and hospitals 
for the chronically ill. 

Modification of the income tax laws to furnish a 
greater measure of relief to families stricken by ill- 
ness through lowering of the deduction threshold 
to 3 per cent of income and several other liberali- 
zations. 

Proposals by Department of Defense to give 
statutory sanction to government medical care for 
dependents of servicemen and to inaugurate a pro- 
gram of medical school scholarships open to young 
men willing to obligate themselves to military duty 
in exchange for this type of financial assistance. 

Within past weeks, impetus has been given to the 
philosophy of increased governmental participation 
in medical affairs by President Eisenhower’s special 


health message to Congress; statements made by 
Chairman Charles A. Wolverton of the House 
Commerce Committee, and declarations of intent 
by Mrs. Oveta Culp Hobby, Secretary of Health, 
Education and Welfare. All are in agreement that 
Washington should take a greater hand in medical 
economics, although none professes to have a sure, 
safe solution. 

President Eisenhower counseled Congress: 

**We must take further action on the problems of 
distribution of medical facilities and the costs of 
medical care, but we must be careful and farsighted 
in the action that we take. Freedom, consent, and 
individual responsibility are fundamental to our 
system. In the field of medical care, this means that 
the traditional relationship of the physician and his 
patient and the right of the individual to elect freely 
the manner of his care in illness, must be preserved. 
In adhering to this principle, and rejecting the so- 
cialization of medicine, we can still confidently 
commit ourselves to certain national health goals.” 

Early in February, the House Commerce Com- 
mittee opened hearings on Administration-sup- 
ported bills for expansion of the Hill-Burton Act. 
Public hearings on this and other White House 
proposals were scheduled to be conducted in late 
February or March by the Senate Labor and Public 
Welfare Committee. 

In addition, Congress is hard at work on whole- 
sale revision of the income tax laws and consider- 
ation of the government’s budget for 1954-55, both 
subjects possessing decided medical implication. 
Already the House Ways and Means Committee 
has approved liberalization of tax deductions for 
medical care expenditures and taken steps to en- 
courage coverage of workers in group health insur- 
ance plans. Chances of final enactment are regarded 
as excellent. 

Outcome of Congressional hearings and debate 
on the Federal budget will determine how much 
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money is to be allocated for fee payments to private 
practitioners for outpatient medical care of veter- 
ans; sums available to the states for public health 
assistance, and the extent of operations of the gov- 
ernment’s own large hospitalization and medical 
care system, both military and civilian. 


Random Notes on the Washington Scene 


Dr. Frank Brown Berry was sworn in a few weeks 
ago as Assistant Secretary of Defense for Health 
and Medical Affairs. The ceremony was witnessed 
by his predecessor, Dr. Melvin A. Casberg, who is 
now practicing surgery in Solvang, Calif. Following 
the Berry induction, the Department of Defense 
Certificate of Appreciation, its highest civilian 
award, was presented to Dr. Casberg. 

Year-end report by U.S. Public Health Service 
disclosed that 2,192 projects have been approved 
to date in Hill-Burton hospital expansion program. 
More than 2,000 of them are in operation or under 
construction. Total estimated cost is $1,768,- 
989,108, of which the Federal share is $600,305,605. 
The projects comprise 105,702 hospital beds and 
376 health centers, plus 71 health centers combined 
with general hospitals. 


What Others Are Saying .. . 


‘“‘ALL THINGS 
care. 


TO ALL MEN“ 
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Major General George E. Armstrong (left), Surgeon General of the U.S. 
Army, and Rear Admiral Lamont Pugh, Surgeon General of the U.S. 
Navy, back from inspection tours of medical facilities in the Far East. 


Following an investigation, the Food and Drug 
Administration has given a clean bill of health to 
talcum powders prepared with 5 per cent boric acid 
powder. 

The Surgeons General of the Army and Navy, 
Major General George E. Armstrong and Rear 
Admiral Lamont Pugh, recently completed inspec- 
tion tours in Korea and Japan. 


**TueE day has long gone when physicians were held in esteem if they 
practiced the art and science of medicine, treating the sick, comfort- 
ing the dying, and serving as confidante to the troubled in mind and 
spirit. Today, in order to uphold the nobility of the profession and 
preserve the last shred of patient confidence, the physician, of 
necessity, must be a super-scientist, social service worker, public re- 
lations expert, and politician. He is expected to be familiar with the 
latest in drugs and procedures, especially those appearing in popular 
lay publications. He must be alert to the needs of a population accus- 
tomed to government hand-outs, aware of the intent of chronic do- 
gooders to bring about compulsory health insurance, and yet hu- 
mane to the point that the deserving do not suffer for want of medical 


“The physician must tack to the winds of public sentiment, guid- 
ing and directing it when it concerns the profession, keen to the 
grievances of all, honestly or unfairly voiced, and bristling with fury 
at unethical conduct within the brotherhood. 

“In short, the physician must be all things to all men. Like Caesar’s 
wife, he must be above reproach. A real contortionist must he be, 
with his eyes on the stars, an ear to the ground, his nose to the grind- 
stone, his shoulder to the wheel, a stiff upper lip, chin up, with his 
hand on the public pulse.””—Editorial in Bulletin of the Duval County 
(Florida) Medical Society. 


a 
J 
A 
7 
' 
: 
“3 
111 


Your Federal Income Tax 


4. TAX PLANNING FOR THE COMING YEAR 


BY G.A. DONOHUE 


Do you realize that if you make $20,000 in 1954, 
your real income will be only $12,740 because Uncle 
Sam will take $7,260? If you are a married man, 
entitled to use the split-income method of comput- 
ing your income tax, the Government will reduce 
its claim to $5,280. 

Most people are aware that their standard of 
living has been sadly impaired by present-day in- 
come taxes, but they fail to give the tax problem the 
time and attention which its financial importance 
deserves. If the taxpayer expects his income to be 
$20,000 he works hard to increase it to $22,000, and 
too often tries to forget that he will have only $880 
out of this particular $2,000 left after taxes. 

A doctor who is interested in the amount of his 
real earnings (what the working man calls his “‘take- 
home pay”) will find it profitable to become more 
tax-conscious and to build up a better understand- 
ing of the income tax law. Something can be accom- 
plished by intelligent tax planning. But the tax 
angles must be given consideration all year long, 
and not merely for a few hurried hours before 
March 15th. They must be studied before a trans- 


“If he attends a medical convention, he 
should be prepared to produce his hotel bill 
and the receipts for his railroad fares.” 


action is put through, because nothing can be done 
after the deal has been completed. 

Sometimes there are two ways of arranging a 
transaction, and the tax effects may be quite dif- 
ferent. You are under no obligation to choose the 
one which results in the greater tax. On the other 
hand, a transaction may not be disguised as some- 
thing which it is not. The law regards the substance 
and not the form. The application of these two rules 
may best be shown by examples. 

The writer hopes that the three previous articles 
in this series, dealing with gross income, deduc- 
tions, and the computation of the tax, have helped 
you in the preparation of your 1953 return. This 
article is intended to offer suggestions for the con- 
duct of your affairs in 1954, suggestions one or 
more of which may have the effect of reducing your 
taxable income. 


Travel and Entertainment 


In the January article on deductions it was 
pointed out that there are two basic requirements 
for the deduction of travel and entertainment ex- 
penses: 

(1) The expenditures must be proved by evi- 
dence of some reasonable kind, and 

(2) The amount spent for business purposes, as 
distinguished from personal and social purposes, 
must be shown. 

As to evidence, the Treasury Department has an- 
nounced that it will no longer allow travel and en- 
tertainment expenses to be taken on the basis of 
unsupported estimates, and the Congressional Com- 
mittees which are working on the new tax bill seem 
disposed to support the Treasury upon this point. 
Under the circumstances, the doctor should plan to 
keep better records of this type of expenditure in 
order to protect himself. For example, if he attends 
a medical convention he should be prepared to pro- 
duce his hotel bill and the receipts for his railroad 
fares. If he entertains at a night club he should have 
a receipt from the club or a cancelled check. For 
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smaller expenses, like restaurant meals, taxis, etc., 
he should be able to show entries in his diary or 
other daily record. He can no longer rely upon mere 
estimates, for examining agents will be allowed very 
little discretion with respect to entertainment and 
traveling expenses in the future. 

As to the purpose of entertainment, a difficult 
problem is presented when the doctor entertains a 
mixed company including friends as well as business 
prospects. A list of the guests must be kept, so as 
to make it possible to allocate the expenses between 
the social and the business groups. If a specialist 
entertains general practitioners, the business pur- 
pose is sufficiently obvious, but if a general practi- 
tioner entertains prominent people in the commu- 
nity, in order to build up his practice, he will be 
definitely required to show that some new business 
resulted from such activities. 

The tendency to tighten up on entertainment ex- 
penses is shown in a recent decision of the Tax 
Court (Sutton, 21 T. C. No. 20). The Court’s skepti- 
cism with respect to Dr. Sutton’s yachting expendi- 
tures, which served to entertain friends and rela- 
tives as well as business contacts, was not surprising, 
since there was no evidence that these expenditures 
produced any new business. What was surprising 
was the Tax Court’s ruling that the doctor’s own 
share of meals and entertainment while entertaining 
others constituted personal expenses, and must be 
disallowed in the absence of evidence that they were 
in excess of what he would have spent anyway. 
This was a sharp reversal of previous policy, of 
which revenue agents are already taking advantage. 

Suggestion. Perhaps the most useful advice the 
writer can give the general practitioner is this: begin 
in 1954 to keep your travel and entertainment rec- 
ords upon a systematic basis. 


Your Son, Your Wife, and Your Life Insurance 


If your son works during vacations or weekends 
and earns $600 in 1954, you will lose a $600 de- 
pendency exemption. If your top bracket of normal 
and surtax is 42 per cent, the loss of this exemption 
will cost you $252. 

Suggestion. Arrange with the boy to stop working 
when his earnings total $580 or $590, and give him 
$20 or $10 to make up the difference. You will save 
from $232 to $242. ; 

Observation. The boy will have no income tax to 
pay, because he also is entitled to a $600 exemption. 
However, he must file a return in order to receive an 
automatic refund of the amounts deducted and 
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“Arrange with the boy to stop working when his 
earnings total $580 or $590 and give him the 
difference. You will save from $232 to $242.” 


withheld from his weekly earnings by his employer. 

If you find that you must assume an obligation to 
pay alimony, you can deduct periodic payments to 
continue until the death or remarriage of your wife, 
or installment payments to continue for more than 
10 years. You cannot deduct a lump sum payment. 

Suggestion. Instead of making a lump sum pay- 
ment of $25,000, agree to pay $2,500 a year for 12 
years. If you are in the 42 per cent bracket, you will 
save $7,600 over the 12 year period. 

Observation. The payments must be in accordance 
with a decree of divorce or separate maintenance or 
a written agreement incidental to such decree. Of 
course, all amounts which are deductible by the 
husband are taxable to the wife, presumably at 
much lower rates. 

Insurance payable upon your death is not taxable 
to the beneficiary, and this exemption extends to 
installment payments, although the latter include 
an element of interest. 

Suggestion. If you carry $40,000 of life insurance, 
exercise the option to have the proceeds paid to the 
beneficiary in 20 annual installments. If she received 
the $40,000 upon your death and invested it in 
3 per cent Government bonds, she would have to 
pay income tax upon $1,200 of interest each year, 
a total of $24,000 of interest in 20 years. If she 
receives 20 annual installments of $2,600 a year, 
she will have received $12,000 from the company 
for the use of the diminishing balance, free from 
income tax. 
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Government Savings Bonds 


Some doctors invest heavily in U. S. savings 
bonds, accepting the moderate return in considera- 
tion of the security of the principal. Such bonds are 
issued at a discount and the redemption value in- 
creases yearly until maturity. You may elect to re- 
turn either the yearly increase or the total incre- 
ment upon maturity. 

Suggestion. If you buy $10,600 par of such bonds 
for $7,500, elect to return upon the basis of the 
yearly increment. If your income is fairly uniform 
or increasing, the aggregate of the yearly taxes will 
be less than the tax upon $2,500 upon maturity 
10 years from now. 

Observation. You may elect the yearly basis at any 
time, but having made the election you cannot 
change. 


Sale of Investments 


The stocks and bonds in which the doctor may 
invest his savings are technically known as “‘capital 
assets.” A full discussion of capital gains and losses 
may be found in the December, 1953, article in this 
series. For our present purpose it should be noted 
that the gains upon the sale of capital assets which 
have been held for more than six months are taxable 
at a maximum of 25 per cent (the 1954 capital gain 


rate), and that losses upon the sale of capital assets, 


“As soon as the doctor obtains possession 
of the property, he should advertise it 
for sale, thus indicating that it is not 
his intention to occupy the premises as 
his personal residence. The loss, if one 
occurs, will be treated as a capital loss.” 


whether or not they have been held for more than 
six months, are not deductible from ordinary in- 
come but only from capital gains. Capital losses in 
excess of the capital gains of the year may be carried 
forward and applied against the capital gains of the 
following five years. 

Obviously if your ordinary income is large and 
you are lucky enough to have a substantial gain in 
a security which you acquired less than six months 
ago, you should not take the profit until the six 
months have expired. This is true unless there is 
reason to fear that the appreciation may disappear 
before the end of the 6-month period. 

Suggestion. If your investments are mainly in 
stocks you should examine your position periodi- 
cally to determine your actual and potential capital 
gains and losses. If you have taken capital gains you 
should ascertain whether you have unrealized losses 
in the stocks you hold which might be taken against 
the gains. Review your last five returns to determine 
whether you have net capital losses for any year 
which may be brought forward and used against 
the capital gains of the current year. 

The reverse of this procedure, while not so ap- 
parent, must also be considered. If you have taken 
capital losses you should determine whether you 
have unrealized capital gains which might be taken 
tax-free against the losses. It is not advisable to 
ignore this potential saving merely because you can 
carry a net capital loss forward against the gains of 
future years. You may not have net capital gains 
in the next five years sufficient to absorb the cur- 
rent loss. 

Observation. The 25 per cent maximum tax on 
capital gains is of benefit to those whose taxable 
net income (including capital gains) exceeds certain 
amounts. As stated in the December, 1953, article, 
the tax should be computed in both the regular 
and alternative ways and the results compared if 
the income exceeds: 
$14,000 

22,000 
28,000 


Single man 
Head of a household 
Married man 


Loss on Inherited Property 


One of the inequities of the income tax law is that 
while a gain upon the sale of the taxpayer’s house 
and furniture is taxable, a loss is not allowed, upon 
the ground that it is a personal rather than a busi- 
ness loss. 

But suppose the doctor inherits a house and fur- 
niture which he eventually sells at a loss, i.e., for 
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less than the value placed upon these assets for 
estate tax purposes? The answer is that the loss 
will be treated as a personal loss unless the doctor 
promptly establishes his intention to treat the prem- 
ises as business assets. 

Suggestion. As soon as the doctor obtains posses- 
sion of the property he should advertise it for sale, 
thus indicating that it is not his intention to occupy 
the premises as his personal residence. The loss, if 
one occurs, will be treated as a capital loss. A fur- 
- ther advantage may be gained if the doctor rents the 
property, as the renting of real estate constitutes 
a business and a subsequent loss on the sale of the 
property would constitute an ordinary loss deduct- 
ible from ordinary income. It will be sufficient to 
advertise the property for rent, even although no 


tenant is obtained, if the advertising is done in ‘ 


good faith and with a genuine intent to accept a 
reasonable rental. 

Observation. In many cases the deduction is lost 
because of the heir’s indecisive conduct, due to un- 
familiarity with the tax law. If he occupies the 
premises for a short time, or permits relatives to 
occupy it, the picture becomes clouded and it is 
difficult to establish a clear original intent to treat 
the premises as business property. 


Profit on the Sale of the Doctor’s Residence 


If the doctor sells his residence at a profit and 
invests the entire proceeds in a new home, obviously 
he is in no position to pay an income tax upon the 
capital gain, and a special exemption is granted. 

Suggestion. (1) If you are going to buy a new 
home, do so and occupy it within one year before 
or after the sale of the old residence. 

(2) If you are going to build, do so within one 
year before or after the sale and occupy the new 
house within 18 months after the sale. 

Observation. If you buy or build for less than the 
selling price of the old residence, the capital gain 
will be recognized to the extent of money not needed 
for the new home. Of course, the cost of the new 
home upon any future sale will be reduced by the 
unrecognized profit on the sale of the old residence. 


Family Partnerships 


No taxpayer can reduce his taxable income by 
assigning a part of his earnings to a member of his 
family. He can assign income-producing property, 
however, and the income will be taxable to the 
new owner, 
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“A doctor may form a partnership with his son 
which will be recognized for income tax pur- 


poses, if the profits are divided in proportion 
to the value of the services contributed by each.” 


Applying these basic rules to a family partner- 
ship, a doctor may form a partnership with his son 
which will be recognized for income tax purposes 
if the profits are divided in proportion to the value 
of the services contributed by each. But if the 
doctor’s earning capacity is twice that of his son, 
an equal division of the profits will not be accepted 
for income tax purposes. 

If capital invested in building and equipment is 
a material income-producing factor, of course the 
partner who contributes such capital to the firm is 
entitled to be recompensed for the use of the prop- 
erty. If the doctor gives the building and equipment 
to his son, who then contributes them to the part- 
nership capital, the son can properly draw a share 
in the profits which represents both the value of his 
services and the fair rental value of the property. 

Suggestion. Suppose the capital invested in the 
doctor’s practice amounts to $100,000, including an 
office and clinic building and equipment and work- 
ing capital. His demonstrated earning capacity is 
$20,000 and the estimated earning capacity of his 
son is $10,000. The doctor gives his son a one-half 
interest in the capital and the profits are $50,000 
the first year. 

Since $30,000 is attributable to personal services, 
$20,000 represents the earnings of the capital. The 
son’s share of profits should include $10,000 for 
services and $10,000 for his capital share. A part- 
nership agreement which gave him a 40 per cent 
interest in the profits would be recognized for in- 
come tax purposes. 
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Observation. In the often-cited case of Lucas Vv. 
EARL, the Supreme Court said of an attempted as- 
signment of future earnings that the fruit may not 
be attributed to a different tree from that upon 
which it grew, But if the doctor assigns an interest 
in the capital to his son, to that extent he is assign- 
ing the tree and not the fruit. 


Family Trusts 


If the doctor has a grown-up daughter as well as 
a son, he may wish to provide for her future also, 
although she may not be a suitable candidate for 
a medical partnership. A family trust may meet the 
need and remove income from the top brackets of 
the doctor’s tax return. Securities or other income- 
producing property would be transferred to a trus- 
tee who would distribute the income to the daugh- 
ter. The income would be taxable to the daughter at 
low rates and would not be taxable to the trustee. 

Family trusts are subject to special rules for in- 
come tax purposes. Generally speaking, the rules 
require or suggest the following precautions: 


(1) The doctor should not make himself trusice 
or retain the right to direct the trustee. 

(2) He must not retain the right to terminate 
the trust at will. 

(3) The trustee may not distribute any of the in- 
come to the doctor or accumulate it for his benefit. 

(4) The trust must be for a fairly long period, 
i.e., the property must not revert to the doctor 
within ten years after the setting-up of the trust. 

Observation. Some of the suggestions made in this 
article can be readily put into effect by the general 
practitioner himself. Others are merely intended to 
alert him to the possibilities in certain fields, and he 
should consult his tax lawyer or accountant if he 
wishes to take advantage of them. A general prac- 
titioner usually knows when to consult a specialist. 


This is the fourth and concluding article in a series designed to 
assist the general practitioner as he deals with tax matters. The 
author, Mr. Donohue, is a member of the Massachusetts Bar and 
Tax Counsel for Murphy, Lanier & Quinn, New York, Auditors and 
Public Accountants. He has also served with the Internal Revenue 
Bureau and has for many years engaged in income and estate 
tax 


“Now maybe we can get him to see a doctor!” 
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With a proper filing system, posting 
work is reduced to a minimum. 


Filing Problems Can Be Solved! 


BY J. H. PRESTON 


Func procedures for the general practitioner in- 
volve more than merely putting something away 
with a casual alphabetizing on batches of cards or 
folders, on the chance you will want another look 
at some of the stuff at an indefinite time in the future. 

Filing in the office of the professional man in- 
volves at least several separate steps, the considera- 
tion of a number of different types of equipment, 
and the adaptation of both procedural steps and 
equipment to a half dozen or more phases of his 
office operation. 

The filing cycle can be summed up briefly this 
way: 

Origin. Material of internal or external origin be- 
comes file fodder if it is to be retained for future 
study, action, or review. Any record, memoranda, 
or document becomes the subject of someone’s de- 
cision to keep or to destroy. 

Sorting. After the keep or destroy decision has 
been made, material usually accumulates, if only 
until the close of the day. The next step then is 
sorting. Here, even in the individual professional 
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man’s office, there are simple, inexpensive sorting 
devices to expedite this clerical task. 

Indexing. Because finding is a major factor in 
proper filing procedures, the matter of adequate 
indexing is extremely important. For ordinary cor- 
respondence and similar records, alphabetized fold- 
ers will generally do. But where patient history 
cards, accounts receivable, and similar key records 
are maintained in some form of sequence and order, 
many physicians are finding it advantageous to bor- 
row from business and industry some of the prin- 
ciples of record visibility, color keying, and visible 
margin signaling for closer control and reduction of 
clerical work. 

Housing. Folders equipped with correspondence 
fasteners, visible margin indexing, signaling, units 
that offer advantages in space-saving, attractiveness, 
mobility, flexibility, and protection—all are de- 
signed to lessen the file work load and expense. 

Protection. Scientifically designed equipment which 
will provide protection of all important records 
against loss by fire, theft, etc., is available at a cost 
which represents only a fraction of the value of the 
papers involved. 

Controls. More than the appointment book is 
needed in the doctor’s office to provide a reason- 
able amount of control and follow-up. Here, too, 
doctors are finding it advantageous to adapt some 
of the follow-up and “tickler” systems of reminders 
and record work simplification developed for the 
busy office—for accounts receivable and payable, 
for scheduling their time, for tax reporting, etc. 

Office Services. With small office staffs usually kept 
fully occupied with day-to-day activities, many 
physicians have found it advantageous to use a bus- 
iness service to handle filing problems. As with the 
credit and collection bureaus which are available 
to handle special problems in their fields, these 
business service units are usually conveniently lo- 
cated and available for the “‘office extras” that con- 
stantly increase in number and complexity. 

File Record Retention. File systems are not in- 
tended, nor should they be set up to accumulate 
material indefinitely; somewhere the line must be 
drawn between active, current records and those 
which represent past history. Long hospital and 
insurance company experience has shown that case 
histories and similar records lend themselves to the 
space-saving and other special facilities of microfilm- 
ing. Here, too, there are recent developments which 
make this filing-on-film system attractive to many 
physicians whose current and semiactive records 
create space problems. Here, too. the business serv- 
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ice centers can ease the office work load by setting 
up and handling microfilming programs, without 
interrupting regular office operations. 

The busy practitioner finds himself increasingly 
mindful—whether or not he thinks of it in terms 
of the functions and facilities for filing—of the need 
to hold material for future consideration. Each day 
the mail brings him material of interest—his medi- 
cal journals, pharmaceutical and surgical houses’ 
announcements, association bulletins, and reports 
and other literature—but. often, it may be quite a 
while before there is an opportunity to more than 
glance at this and mark items or articles for future 
study. 

These are but a few of the papers to be discarded 
or filed in some way or another. They set up a 
whole chain of procedural problems. 

First, of course, is the question of retention. Even 
if it is only for study when time permits, the de- 
cision to hold a magazine, pamphlet, or letter sets 
up a filing problem. Of course it can be put on the 
desk next to the blotter, or in the bottom drawer. 
That encourages a “system” that is all too familiar. 
If it gets buried under a big enough pile, it will 
eventually be consigned to the wastebasket. 


Records can be simplified with a visible 
indexing margin to speed finding. 


With papers and records of internal origin, the 
intention is usually good, however haphazard aiid 
time- and space-consuming the method. It is wiih 
the doctor’s internally-created records and their 
retention, protection, and ready availability that he 
and his office aides are most concerned. 

Primarily, these will be patient histories and basic 
accounting records. But there are many other mat- 
ters that call for filing. The appointment book is in 
itself a file, and in most instances there should be 
some method for handling accounts payable. But 
the problem of filing goes far beyond immediate 
patient records, current accounts receivable and 
payable, this year’s payroll and tax memoranda, the 
letter to a colleague or supply house pending a reply 
or other disposition. 

Someone once said that picking a filing system is 
a little like picking a wife or husband: a little dis- 
crimination and selectivity at the start insures the 
absence of a lot of recrimination later on. 


Select Appropriate Filing System 


The matching of appropriate filing equipment 
and systems to each type of record is the most im- 
portant aspect of filing. And in the case of the gen- 
eral practitioner, a little consideration to filing 
ways and means can effect substantial reduction in 
the cost of the clerical work. 

Basically, there are two main kinds of filing sys- 
tems: those employing alphabetical indexing, and 
those in which the sectional arrangement is numeri- 
cal. In some instances these latter are based on use 
of the alphabet for primary sectional divisions. 

However, in all or nearly all filing, the doctor’s 
basic system most likely to be used is alphabetic. 
It is with that—and with the extremely important 
factor of finding with a minimum of fuss and time 
loss—that the professional man is most concerned. 

Maintaining thousands of patient history cards is 
usually an expensive necessity. A number of the 
major business equipment and supply firms provide 
microfilming service—complete to indexing and, 
if desired, storage in fire-resistant equipment. Re- 
ducing as it does the storage space requirements 
to as little as a fraction of 1 per cent of the space 
needed for the original record, microfilming has 
long been a favorite media for retaining old case 
histories and reports. Even x-rays can be retained 
for an indefinite period of time in this compact 
form. 

Now there are also devices whereby history cards 
and other records can be kept in compact microfilm 
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Visible tip folders carry a 
calendar scale on the top 
margin over which a col- 
ored sliding signal clearly 
sets off the folder 
for special atten- 
tion on a given 
date. 


form in small groups, instead of on reels of 3,000 or 
more images. 

These new developments are Kard-a-Film and 
Filmsort, holding devices that provide active, folder- 
type filing of microfilm records. Small strips of 
microfilm are inserted in slots on cards, for conven- 
ient grouping and indexing. 

As many as sixty letter-size documents can be 
housed on a single card, and there are cards larger 
or smaller than the 8”x5” designed to meet various 
filing needs. 

With these cards the history records can be kept 
always up to date. Sections of film can be removed 
and replaced as they become inactive. And the 
filmed record can be studied or inexpensively repro- 
duced without removing the film strip from the 
card. 

Microfilming of the physician’s records can also 
be used to insure the safety of important material. 
Two copies of the film can be produced in a single 
operation ; one copy then can be stored in a remote 
place so that, should the other copy or the original 
record be destroyed by fire, theft, or loss, another 
copy is always available. 

In most instances microfilming is available on 
either of two plans: if personnel is available, the 
user may buy or lease the camera and viewer and 
have the records quickly transcribed by members of 
his own staff; if such personnel is not readily avail- 
able, the user can arrange for a business service to 


handle the whole job. 
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Accounting File Simplifies Billing 


A “file” which is actually an accounting system 
readily lends itself to the physician’s billing and 
routine collection operations. Known as Kolect-A- 
Matic, this is a tray or cabinet which combines 
folders, ledger cards, and follow-up signals with 
protection for these valuable records. The folders 
are actually a series of pockets on which there are 
visible margins for indexing and recording billings, 
payment receipts, and the need for follow-up. 

With this accounting file, posting work is re- 
duced to a minimum. As bills are made out, copies 
are dropped in a pocket which also houses the ac- 
count ledger card. Posting to the card can be done 
at the clerical aide’s convenience because the in- 
debtedness is actually “posted” when the bill copy 
is dropped in the pocket. Or the posting can be 
done when payment is received. At that time the 
copy of the bill is removed from the pocket. If the 
follow-up signal system is used, the signal will be 
removed; if the graph-type sliding arm signal is 
used, it will be returned to the neutral position. 

The visibility, signal, and color principles of 
record simplification are also effective for the phy- 
sician’s patient cards. Arranged on equipment of 
the Kardex type, they present a visible indexing 
margin which speeds finding. By the position and 
color of signals a wealth of follow-up or reminder 
material can be made available at a glance. 

These same principles can be used if the patient 
records are maintained in folders. Visible tip folders 


Aspecial cabinet simplifies billing 
and routine collecting operations 
by combining folders, ledger 
cards, and follow-up signals at 
the same time protecting these 
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carry a celluloid-protected calendar scale on the top 
margin, over which can be placed a colored, sliding 
signal that clearly sets off the folder as needing 
special attention on a given date. As soon as the 
matter has been handled, the signal is reset to the 
next date or removed. 

While the physician may have comparatively 
little need for cross-reference control, what might 
best be termed the library or professional reference 
area can be materially increased in helpfulness by 
a device that assists in rapid finding of papers which 
may be located in any of several places. 

As with primary files or grouping of records, 
there are several easy-to-maintain visible cross-ref- 
erence indexing systems. Cards housed in pockets 
and on pullout panels, so arranged as to present a 
series of visible margins, can be used to show the 


location of material difficult or inconvenient to fic 
by traditional systems. 

Finally, in filing as in any other clerical operation, 
the largest single cost factor is that of labor. From 
the long-range viewpoint, equipment and supplies 
costs combined are usually less than the amount ex- 
pended for labor. 

The executive or professional man who makes his 
filing easier, then, makes it less costly. The right 
kind of equipment improves the quality as well as 
the quantity of the work, and the quality element 
in filing has to do with ease and accuracy of finding, 
simplicity of operation and control, adequacy of 
protection where the records are of tangible value, 
space-saving, and attractiveness of appearance. 


Mr. Preston is manager of the Professional Records Department 
of Remington Rand Inc., New York.— PUBLISHER 


A Program for Medical Education 


Writinc on “The Balanced Curriculum,” in the 
New England Journal of Medicine for November 26, 
1953, Sir Henry Cohen suggests that a balanced 
curriculum for medical students should fulfill the 
following desiderata: 


“First, [the student] shall have acquired the basic 
medical knowledge and technics that will prepare 
him not simply for general practice but also for any 
specialty so that he retains a general outlook and 
appreciates the significance of advances in general 
knowledge for his chosen branch of practice. 

‘Second, he shall have developed habits of logi- 
cal thought and critical judgment of evidence and 
experience that will prevent his falling a victim to 
indefensible faiths and seductive fallacies. For him 
‘post hoc’ will not be a sufficient therapeutic cri- 
terion; correlations will not always be casual; nor 
will he to ‘the fascination of a name, surrender 
judgment, hoodwinked.’ 

‘Third, he will know where and how to seek 
help and acquire knowledge both from men and from 
books. ‘You cannot learn men from books,’ said 


Disraeli; but to study medicine without books is, as 
Osler wrote, ‘to sail an uncharted sea.’ 

‘Fourth, he will have the urge to continue self- 
education in the wise and critical spirit of Plato’s 
dictum that ‘Education is a lifelong business.’ 

“Fifth, he will have acquired a rational approach 
to medicine and recognize that there are uses as 
well as limitations to empiricism, that patients are 
living sentient beings and not simply ‘cases’ and 
that, in the words of Trousseau, “There are no dis- 
eases, only sick people.’ 

**Sixth, he will have been made more fully aware 
of his obligations and responsibilities as a doctor to 
the individual and to the community, and will shape 
his conduct by the ethical and moral principles of his 
profession. 

Seventh, and last, he shall be a cultured and 
educated gentleman, seeking wisdom through 
knowledge, cultivating and cherishing his ideals, 
ready to meet a challenge and grasp an opportunity 
for service to his fellow men, remembering that he 
can cure and prevent only occasionally, relieve often 
but comfort always.” 
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Industrial Physicians Important to Expanding Program 


Tue place which the medical department of an 
industry occupies on the organization chart is of far 
less importance than the position which it estab- 
lishes for itself in the importance of its work, states 
the American Institute of Management. But it 
should have the backing of recognized authority 
and be on a “sufficiently high level that the sugges- 
tions of the medical director may reach top manage- 
ment for approval and subsequent support.” 

Adds the Institute, in its publication, The Corpo- 
rate Director: 

“Regardless of the merits of the (medical indus- 
trial) program itself or of any amount of support it 
receives from management, it will not succeed with- 
out proper administration. Unlike such long estab- 
lished departments as production and sales, the 
medical department must prove its value to the 
general welfare, improved efficiency and higher 
productivity, or it will degenerate into uncoordi- 
nated, confused and unrelated activities. 

“Management is often unaware,” this report 
states, ‘‘that because of a lack of centralized author- 
ity and planning, part of each dollar spent on health 
maintenance is going down the drain.” 

To illustrate this point, the case is cited of one 
large company with seventy widely separated plants. 
“The company thought it was doing a good medical 
job, and it was—but a medical audit disclosed that 
it had seventy different medical programs, rather 
than one integrated plan. Some were adequate, 
some elaborate, and others fell short of the service 
the company intended its medical departments to 
provide. Standardization of the medical service and 
appointment of a medical director improved the 
program greatly, and also cut down total costs. 

“Because the industrial physician must be a 
member of the management team, he must be more 
than a good physician. He needs qualities which 
many good clinicians do not have, particularly ad- 
ministrative ability and the ability to work as part 
of an organization. To the employee with whom he 
comes in direct contact, he represents manage- 
ment, and the manner in which he conducts the 
medical service is universally reflected in the objec- 
tive appraisal of the medical department within the 
company itself, that is, by the employees. This 
employee appraisal becomes evident when the 
many values of a medical service, both tangible and 
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“Demand for fringe benefits by organ- 
ized labor almost always includes 
some reference to health matters.” 


intangible, are analyzed. Professionally, the indus- 
trial physician requires training in areas which 
would not ordinarily concern the practicing physi- 
cian. He needs, for example, a pretty thorough 
knowledge of toxicology, and he must be sufficiently 
conversant with engineering and chemistry to 
evaluate the findings of the industrial hygienist. 
Similarly, he must have sufficient familiarity with 
accounting to plan and distribute his budget prop- 
erly. He must have a thorough knowledge of the 
Workmen’s Compensation laws and be specialist in 
occupational diseases, their recognition, diagnosis 
and treatment. He must be able to evaluate the 
services of other physicians, those who are render- 
ing consulting service to his employees. Since he 
must work with the individual employee, and espe- 
cially because he represents management to the 
employees, he needs a personality which promotes 
confidence and good will, and a practical knowledge 
of industrial relations. 

**The other personnel of the medical department 
should be picked with the same careful attention to 
character and ability. Physicians, nurses, industrial 
hygienists, and clerical workers all need these spe- 
cial qualifications which will enable them to carry 
on the work with the medical department efficiently 
and with the proper respect for its confidential 
nature... 

‘Because ‘good health is good business’, the 
scope of industrial medicine has come to embrace 
broader aspects of health promotion and sickness 
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prevention . .. Non-occupational disability is one 
of the most important problems confronting man- 
agement today, and it has been said that the inci- 
dence of non-occupational disease in any industrial 
concern is a measure of the adequacy of manage- 
ment and employee relations, over-all efficiency, 
and basic morale. Health education ... has a 
direct bearing on absenteeism and performs an 
indirect service of public health to the family of the 
worker and the community in general. Like the pro- 
verbial ‘bread cast upon the waters’, it comes back 
many fold to the company in the form of decreased 
absenteeism, less labor turnover, reduction in acci- 
dent frequency, improved morale, and increased 
production . .. 

**Regardless of how costs are figured, the impor- 
tant thing to management is that a well-functioning 
health program will more than pay its way. It is 
fairly certain that the coming years will see more 
and more demands by organized labor for increases, 
improvements, and extensions in medical care. A 
trial balloon was sent up recently by a union in 
Detroit with the demand that a physician must be 
in residence when as many as 2000 men are em- 
ployed on a shift. Management is learning that to 


wait until such services are demanded by the univ») 
is to lose the industrial relations value they would 
have if provided without prodding. As always, the 
path of ‘enlightened self-interest’ is turning out to 
be the best for society, for the worker, and for man- 
agement. The time has passed when any company 
can afford to neglect industrial health if it wants to 
progress.” 

As an index of increased interest on the part of 
management, in this important sphere, the Institute 
observes that 910 physicians in this country limited 
their practice to industrial medicine in 1950 as 
compared with 404 in 1940. And an additional 1200 
were partly engaged in this field in 1950. From 
1930 to 1942, the number of registered nurses in 
industry expanded from 1300 to more than 13,000. 

*‘We are now entering a period,” the report con- 
cludes, ‘“‘when we must give greater attention to 
health matters. The rapidly expanding use of chem- 
icals in all industries presents new problems whose 
magnitude increases almost daily. In addition, the 
demand for fringe benefits by organized labor al- 
most always includes some reference to health mat- 
ters—in the form of hospitalization insurance, dis- 
pensary service, or pension systems.” 
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PRACTICAL TIPS 


Medical Library on Tape 


Back in the horse and buggy days, with Old Dobbin 
watching the traffic, the doctor could read his medi- 
cal journals riding from call to call. But even today 
an answer has been found to the problem of more 
magazines and less reading time. It’s Audio Digest 
—summaries of current medical literature on mag- 
netic tape, providing both English and foreign 
language coverage of American medicine. Special 
emphasis is being placed on articles of value to 
the general practitioner. They can be played on a 
tape recorder either at home or in the office, or on 
specially engineered tape recorders for listening 
while driving, since the only nonproductive time in 
many a physician’s day is the time spent in his car. 
Narrated in terse, listenable form, Audio Digest 
ranges the entire field of medical publication, deal- 
ing with ideology, diagnosis, and treatment, “tuned 
to the ear for everyday application in office and 
hospital,” each article authenticated with title, au- 
thor, and reference. 

The Audio Digest Foundation has been set up as 
a subsidiary, nonprofit corporation by the Cali- 
fornia Medical Association. Dr. Sidney J. Shipman 
of San Francisco, chairman of the CMA’s Council, 
says: “By making medical literature and lectures 
available to the world’s physicians in their own 
language and in this new, dramatic form, we hope 
to contribute something to medical education.” 

“And,” he adds, “‘this will be a special boon to 
doctors practicing in rural or isolated areas be- 
cause it will take the profession’s outstanding teach- 
ers to him when it is impossible for him to go to the 
medical center to hear the professor. This means 
that the rural doctor can keep abreast of medicine’s 
rapid scientific advances and, at the same time, 
continue home care for his patients.” 

The association is summarizing and distributing 
current medical literature on tape all over the world. 
Additional information on the material can be 
obtained by writing Audio Digest, c/o California 
Medical Association, 417 South Hill Street, Los 
Angeles 13, California. 
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FOR BUSY DOCTORS 


Busy general practitioner catches up on latest 
medical literature as he drives on daily calls. 


Transparent Files 


You can see what you’re filing when you use one of 
the ‘“See-Thru” drawer cabinets for small-parts 
filing now available from General Industrial Com- 
pany, 5738 North Elston Avenue, Chicago.The units 
range in size from 8 to 28-drawer models. Over 750 
combinations, to suit the user’s exact requirement, 
can be supplied. A popular model consists of 20 
clear plastic, lifetime guaranteed spillproof draw- 
ers, 5% inches long, 2% inches wide, and 1% 
inches high, in a welded all-steel cabinet. Overall 
size is 10% inches high and 12% inches wide, by 
six inches deep. The cabinet has an attractive silver- 


You can see what you've 
got when you file in a 
crystal-clear, plastic 
drawer file like this one. 


gray hammer finish and is equipped with rubber 
feet. Adjustable drawer dividers and identification 
labels are included. Other models come with larger 
size or metal drawers and portable models are 
equipped with carrying handles. 
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A New 


Book 


Barnes-Hadley’s 


UROLOGICAL PRACTICE 


Written for the General Practitioner, Urological Practice is an excellent and quick refer- 
ence in the a and treatment of common urogenital diseases. It has the help you 
the 


look for when 


Every practical and useful feature a reference book 
needs has been thought of in the preparation of 
Urological Practice. 

It begins with an Index of Symptoms Outlined 
For Use in Diagnosis, listing common urogenital 
symptoms and simple findings alphabetically—and 
gives a brief outline of the possible causes of each 
symptom or finding. 

e next section presents the immediate sympto- 
matic treatment indicated for — common com- 
laints. Reference pages indicate the location of a 
detailed description of the disease and treatment 
follows in Part Two. 
The authors make it easy for the busy doctor to 


patient is in your office—and the kind you seek for prognostic success 
when the patient is due back. 


find the symptom which his patient presents—de- 
cide the most probable cause—give immediate pal- 
liative treatment—so that he can follow through 
with more detailed information of the disease and 
its management. 

The book is practical and brief. Basic material is 
purposely omitted and detailed description of sur- 
gical technique is limited to the operations of 
interest to the General Practitioner and to emer- 
gency procedures. 

Common office procedures are described in de- 
tail, however—with specific treatment, dosages, and 
probable results. 


By ROGER W. BARNES, B.A., M.S., M.D., F.A.C.S., F.1.C.S. Professor of Surgery Urology) and Chairman 


of the Section on Surgery, School of Medicine, College of Medical Evangelists; and H 


Y L. HADLEY, 


B.A., M.D., D.N.B., Assistant Clinical Professor of m4 (Urology), School of Medicine, College of Medical 
i y Six Collab 494 


Evangelists, Los Angeles, etc. With C 
$12.50 


pages, 166 illustrations. Price, 


Form 


The C. V. Mosby Company, 3207 Washington Blvd., St. Louis 3, Missouri 


Please send me: 
Barnes-Hadley’s UROLOGICAL PRACTICE—($12.50) 


(-] Enclosed find check. 


(] Charge my account. 
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Advances in Internal Medicine. Vol. 5. Edited by William 
Dock, M.D. and I. Snapper, M.D. Pp. 464. Price, $10.50. 
The Year Book Publishers, Inc., Chicago, 1952. 

There are nine subjects presented here, including 
diseases of the pregnant woman affecting the offspring; 
catheterization of the heart; portal hypertension and its 
treatment; the anemia of infection; gout, a derangement 
of purine metabolism ; clinical aspects of ganglionic and 
adrenergic blocking agents; aspects of the influenza 
problem ; experiences with adrenocorticotropic hormone 
and cortisone; and abnormal proteins in myeloma. 

Catheterization of the heart, as summarized, occupies 
eighty-two pages of this book. It is a subject that I am 
sure is not of sufficient interest to the average general 
practitioner to warrant purchase of this book. 

Probably the one subject of most interest to the busy 
general practitioner would be that of diseases of the 
pregnant woman affecting the offspring. This com- 
prises forty-four pages, including references, and could 
be obtained elsewhere at far less expense. 

— ARTHUR N. Jay, M.D. 


Clinical Management of Behavior Disorders in Children. By 
Harry Bakwin, M.D. and Ruth Morris Bakwin, M.D. Pp. 
495. Price, $10.00. W. B. Saunders Company, Phila- 
delphia, 1953. 


This volume is a readable book, wonderfully done and 
exhaustingly complete. It first covers every phase of a 
child’s mental and nervous development, from reflexes 
to sex. Subsequent discussion is treated under eleven 
major headings, which include “Psychological Care,” 
“Diagnosis and Treatment of Behavior Disorders,” 
“Anti-Social Behavior’’, etc. 

For anyone interested in the growth and development 
of children and their behavior problems, the volume 
makes as interesting browsing as the Sunday newspaper. 
Did you know, for example, that a loud noise will elicit 
the startle reflex in an unborn baby, or that jealousy 
doesn’t appear until the second year of life? We have 
always believed it, but do not recall having seen else- 
where, that the mother-to-be who is happy, though 
pregnant, will be less likely to have a behavior-problem 
child than that mother whose pregnancy was nothing 
but a nine-month ordeal. 

The index of the book, by its excellence, adds greatly 
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to the practical value of the volume. The book is printed 
on good paper, two columns to the page, and is all meat 
and few pictures. It will be valuable to any doctor who 
has children as patients, or even if he sees them only as 
his own little icky-fingered additions to the soaring 
birthrate. 

Hammonp, M.D. 


Inhalation Therapy and Resuscitation. By Meyer Saklad, M.D. 
Pp. 343. Price, $7.50. Charles C Thomas, Springfield, 
1953. 


Dr. Saklad is a foremost anesthesiologist, well quali- 
fied to present the subject of inhalation therapy from a 
clinical standpoint. He has collected the facts necessary 
to a proper understanding of it and, in a well-organized 
fashion, covers the clinical application of proper oxygen 
therapy. There exist many abuses in the improper use 
of high oxygen atmospheres. He clarifies this. An early 
chapter on terminology brings some order out of the 
often confused and ambiguous language usually em- 
ployed. A good workable classification of hypoxia is 
proposed. The reader is then taken through compact 
and understandable chapters on physiologic and patho- 
logic considerations, indications, and methods of treat- 
ment. 

The final chapter on resuscitation is quite up to date 
and comprehensive for those who must use and teach 
resuscitation methods. This book is written with an 
appeal to the busy physician who has little time to read 
exhaustively but desires to know the who, why, what, 
and how of inhalation therapy. 

—Cuartses H. Wuire, M.D. 


A Source-Book of Medical Terms. By Edmund C. Jaeger, D.Sc. 
Pp. 145. Price, $5.50. Charles C Thomas, Springfield, 
1953. 


This is an admirable book for libraries but will appeal 
to relatively few individual physicians. It is not a dic- 
tionary. Rather it shows how medical terms had their 
origin. There are some fascinating historical sidelights, 
many of them illustrated with simple line drawings. 
There are also separate sections on word building pro- 
cedures. 

A Source Book of Medical Terms should be readily 
available to all medical students and their teachers. 


Che Practitioner's Bookshelf q 
125 


te 
a at her first postpa rtum check up 
y 
. si le, effective conception control 
° 


Steady use of the book should make medical teaching a 
good deal richer. The book should also be on the study 
desk of editors and of those who do much medical 
writing. 

—Huceu H. Hussey, M.D. 


Fundamentals of Biochemistry in Clinical Medicine. By Niels C. 
Klendshoj, M.D. Pp. 276. Price, $7.75. Charles C 
Thomas, Springfield, Ill., 1953. 

Most physicians who have been out of school a few 
years are acutely aware of the fact that many funda- 
mental advances have been made in the medical sciences, 
and that they, as busy practitioners, have been unable to 
keep up to date on subjects that have great clinical im- 
portance. The present volume was obviously designed 
to help the busy doctor review biochemical principles 
which have grown hazy with time, as well as to furnish 
a synthesis of important recent advances in the field. 

Two introductory chapters deal with atomic and 
molecular structure. Concepts of radioactivity and the 
nomenclature of organic compounds are among the 
topics considered, and their treatment is simplified so as 
to be within the grasp of any physician. An intermediate 
group of chapters is devoted to acid-base balance, en- 
zymes, lipids, proteins, and carbohydrates. In these the 
bias is toward clinical implications. The remaining 
chapters are more directly clinical, concentrating on 


biochemistry as it applies to various organs and organ 
systems. Simple graphs, formulas, and diagrams are 
profusely used to complement the text. 

This book should be of interest and value to all gener- 
al practitioners who have, through the years, lost touch 
with the preclinical sciences—as who hasn’t? For those 
who desire a reference work on biochemistry, one of the 
more ambitious volumes on the subject would be better. 


—Jesse D. Risinc, M.D. 


The Autonomic Nervous System. 4th ed. By Albert Kuntz, Pp. 
605. Price, $10.00. Lea & Febiger, Philadelphia, 1953. 


The fact that there are forty-eight pages of reference 
in the bibliography of this book is an indication of the 
wide range it covers. This list of 1,030 references to ar- 
ticles by the same number of authors is rather breath- 
taking. It indicates the wide reading on the part of the 
author in the compilation of this book. This is distinctly 
a volume for the student although it might be used as a 
reference book by the general practitioner. For him the 
detail would be too intricate and time-consuming for 
serious study. While the book is not one which would 
primarily interest the general practitioner or even the 
internist, it certainly should be in the library of every 
neurologist. 

My general impression on reading this book is that it 
is difficult to see the forest for the trees. Certainly I 
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ONLY gentian violet tre 


estwood 


agonizing 
vulvar itch 
in 
pregnant 
women, 


in the diabetic 
and every other 
woman tortured by 
Vaginal Thrush. 
Only gentian violet 
treatment in single-dose 
disposable applicators 
brings rapid dramatic relief 
93% Clinically effective 
Availability: gentia-jel 12 single-dose 
disposable applicators on prescription only 
SAMPLES ON REQUEST 


harmaceuticals + 468 Dewitt Street, Buffalo 13, N.Y. 


OF FOSTER-MILBURN CO. 
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spent many hours reading detail which I confess has 
not been easily retained. It leaves me with serious doubts 
that the author himself carries more than a small per- 
centage of its contents in his brain. Certainly it is be- 
yond the range of retentive memory. 

—J. R. Fowrer, M.D. 


The Hypertensive Disorders of Pregnancy. By Ernes: W. Page, 
M.D. Pp. 120. Price, $3.75. Charles C Thomas, Spring- 
field, Ill., 1953. 


Drawing largely on his wide personal experience and 
succinctly reviewing the pertinent literature, Dr. Ernest 
Page gives a concise and up-to-date preseritation of the 
hypertensive disorders of pregnancy. Though the em- 
phasis is primarily on clinical aspects, the hormonal, 
biochemical, and pathophysiologic aspects of toxemia 
are also adequately reviewed. 

Of particular value is the author’s practical approach 
to some of the difficult therapeutic aspects of toxemia, 
e.g., the office management of patients with early toxe- 
mia, the time when hospitalization is indicated, and 
when induction of labor should be advised. 

This booklet is well printed and the illustrations are 
clear. Good organization makes it easy reading. It is 
highly recommended for obstetricians and general 
practitioners. —Frank Finnerty, M.D. 


Essential Urology. 2nd ed. By Fletcher H. Colby, M.D. Pp. 
650. Price, $8.00. The Williams & Wilkins Co., Balti- 
more, 1953. 

Although this book was written for urologists rather 
than for general practitioners, several of its chapters 
will prove so helpful to the general man that we feel 
justified in recommending them. 

The second chapter, for example, shows Dr. Colby’s 
ability to condense and yet to review logically the diffi- 
cult yet essential problem of chemical and fluid balance. 
Chapter 12 on methods of examinations emphasizes the 
error of assuming a diagnosis from a voided urine speci- 
men in the female and from a total specimen in the male 
unless it is negative. When pus is so found, failure to 
use a catheterized specimen in order to preclude genital 
contamination can cause serious loss of valuable time. 
This chapter in particular is practical and deserves 
study and re-reading by the general practitioner. 

In chapter 19, the author evaluates the female 
urethra, probably the most unused or abused portion of 
the female urinary system, except for this careful han- 
dling of the subject. Recognition of similar symptoms in 
pus specimens in pus-free catheterized specimens, is 
carefully discussed. Etiology of infected urines, as well 
as causative factors and explanatory findings for such 
symptoms should, in this reviewer’s opinion, be thor- 


for all patients 


who require 


ultraviolet radiation 


Whenever a patient—infant, child or adult 
—requires ultraviolet therapeutic treatment, 
—— recognize the value of the Hanovia 

rescription Model Ultraviolet Quartz Lamp. 
Designed specifically to enable the patient 
confined to his home to receive ultraviolet 
exposure under the physician’s supervision, 
the lamp delivers the most effective emission 
lines, those in the 2800-3000 Angstrom region. 

For increasing a child’s absorption and 
utilization of calcium, iron and phosphorus 
or for physical rehabilitation of adults, the 
Hanovia Prescription Model Lamp has been 
found most effective. Your patients can pur- 


WORLD'S LARGEST PRODUCER OF ULTRAVIOLET EQUIPMENT 


1924 


— 


chase this lamp from surgical supply houses, 
and on convenient terms if required. 

Write for descriptive literature. Hanovia 
Chemical & Mfg. Co., Dept. GP 354, 
Newark 5, N. J. 
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FOR RAPID AND 
SUSTAINED RELIEF IN 


bronchial asthma 


HP*ACTHAR Gel meets the practi- 
cal requirements for successful 
treatment of bronchial asthma in 
the patient’s home and the physi- 
cian’s office. The need for hospitali- 
zation is greatly reduced, even in 
severe cases. 

HP*ACTHAR Gel acts rapidly— 
essential in the acute paroxysms of 
asthma. Therapeutic action is sus- 
tained over prolonged periods of 
time, resulting in a diminished need 
for injections: One or two per week 
suffice in many instances. 

HP*ACTHAR Gel can be a life- 
saving measure in status asthmat- 
icus. Remissions up to 18 months 
duration have been reported. 


f 


Purified Adrenocoricotropic Hormone-—Cortcotropin (ACTH) 


Subcutaneously 


or intramuscularly as desired 
with Minimum Discomfort 
Home and Office Treatment 
Greatly Simplified \ THE ARMOUR LABORATORIES 
® 


Significant Economy A DIVISION OF ARMOUR AND wcwunl es + CHICAGO Il, ILLINOIS 
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oughly studied by all who treat the female. Emphasis is 
given to pathology predisposing to infection from this 
short urinary canal and to obvious methods for its cor- 

rection, rather than to periodical relief from promiscuous 
use of antibiotics. 

In a high percentage of chronic urinary infections in 
both males and females, the urethra is far too frequently 
undervalued, both by the urologist and by the general 
practitioner who may become confused when a negative 
report is received after only a cystoscopy has been done. 

Chapter 16 on diseases of the prostate contains a 
splendid explanation of the practical application, in 
both diagnosis and therapy, for pathologic prostatic 
problems. 

—R. Lee Horrman, M.D. 


Electrical Methods of Blood-Pressure Recording. By Frank W. 
Noble. Pp. 56. Price, $3.00. Charles C Thomas, Spring- 
field, Ill., 1953. 


Though the present-day photographic type of dia- 
phragm manometers for recording blood pressure have 
excellent frequency response, linearity, and stability, 
they are difficult to operate, space-consuming, and 
their position must be rigidly maintained during re- 
cording. Electrical manometers have recently been con- 
structed with very small pickup heads attached directly 
to needles, making them easy to use and permitting 
flexibility in their position during recording. 

Frank Noble discusses the hydraulic and electric 
systems used in manometers of the diaphragm type. 
His presentation of the complicated subject is logical 
and concise. The diagrams are simple and explanations 
of difficult formulas excellent. Practical technical hints 
are suggested throughout. 

This booklet is obviously not intended for the practic- 
ing physician. It will serve as an excellent reference, 
however, for physicians in basic research or cardio- 
vascular physiology. 

—Frank A. Finnerty, Jr., M.D. 


Clinical Disorders of the Heart Beat. By Samuel Bellet, M.D. 


Pp. 373. Price, $8.50. Lea and Febiger, Philadelphia, 
1953. 


This fine volume, ably written by an experienced 
clinician and cardiologist, is essentially a guide to diag- 
nosis and treatment of the clinical disorders of the heart 
beat. The scope of this book encompasses all phases of 
heart disorders, and the text is presented in four sec- 
tions, 

An excellent deviation from usual texts on cardiology 
is the numerous boxed summaries, for quick reference 
by the reader. ° 

For the general practitioner who wishes to enhance 
his knowledge of cardiology, or for reference, this 
volume is highly recommended. 

—I. Puiurrs Frouman, M.D. 
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IN PERFORMANCE 
FLEXIBILITY 


ENGINEERING 
INGENUITY 


MF-49 UNIVERSAL 
DIATHERMY 


Utilizes the full power tube output for 
effective heating of large as well as small 
areas. 


Any treatment technic may be used: 
Contour Applicator (illustrated) 
Air-Spaced Electrodes 
Cuff or Induction Cable 
Minor Electrosurgery 


Stable Frequency (11 meters, 27.12 mega- 
cycles) maintained by an independent circuit. 


Economical — low cost; low operating ex- 
pense; traditionally reasonable and reliable 
Burdick service. 


THE BURDICK 
MILTON, WISCONSIN 


U xcelled-- 
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( 
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PROTECTIO? 
you needa 
WHOLE 
RAINCOAT 


for complete B complex protection 
MEJALIN—and only MEJALIN— 
supplies all 11 identified 

B vitamins plus liver and iron 


B complex protection may be needed by that overworked 
executive with ‘‘no time to eat”... by that balky 
youngster that turns up his nose at mealtime . . . by your 
elderly patient who doesn’t like the right foods—in fact, 
by anyone who eats poorly or sporadically or who 
requires an extra measure of vitamin support. 

Since ‘‘vitamins, especially those of the B complex, 
are closely interrelated” and ‘‘lack of availability of any 
one may affect the metabolism of the others,”’* the 
importance of a complete B vitamin product is apparent. 

Mejalin provides all the identified B vitamins plus liver 
and iron as an extra safeguard for good nutrition. 

Two exceptionally pleasant dosage forms assure 
patient acceptance. 

1. Therapeutic Nutrition, Publication 234, 
National Research Council, 1952. 


One teaspoon of Mejalin Liquid or 
one Mejalin Capsule supplies: 
Thiamine 

Riboflavin 

Niacinamide 

Pyridoxine hydrochlorid 

Choline acid. . 


t 
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Liver fra 

Iron my sulfate). . 5 
Mejalin Liquid contains ootieeet and sol- 
uble liver fraction N. F.; Mejalin Capsules 
contain calcium "pantothenate and desic- 
cated liver N. F. 

Mejalin Liquid: Bottles of 12 ounces. 
Mejalin Capsules: Bottles of 100 and 500. 


The complete vitamin B complex supplement 


MEAD JOHNSON & COMPANY 
EVANSVILLE, INDIANA, U.S.A. 
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Lesions of the Lumbar Intervertebral Disc. By R. Glen Spurling, 
M.D. Pp. 140. Price, $4.75. Charles C Thomas, Spring- 
field, Ill., 1953. 

In this monograph the author has correlated the 
pertinent anatomic, physiologic, and pathologic as- 
pects of disc lesions with their clinical aspects, and has 
outlined management. The result is an interesting, 
easily read presentation which leads to a more thor- 
ough understanding of the problem. He has outlined 
the management of these cases thoroughly. 

The book should be of value to anyone engaged in 
the general practice of medicine, and the comparative 
results of the various forms of treatment might well be 
noted by anyone treating lumbar disc lesions. 

—Cyrus W. Anperson, M.D. 


ALSO RECEIVED 


Although GP endeavors to publish as many reviews of books 
as possible, space will not permit the review of all books re- 
ceived from publishers. 

Clinical Obstetrics. Edited by Clifford B. Lull, M.D. and Rob- 
ert A. Kimbrough, M.D. Pp. 732. Price, $10.00. J. B. 
Lippincott Company, Philadelphia, 1953. 

The Medical Clinics of North America (Boston Number). Chester 
S. Keefer, M.D., Consulting Editor. Pp. 310. W. B. 
Saunders Company, Philadelphia, 1953. 

Metabolic interrelations (Transactions of the Third Conference). 
Edited by Edward C. Reifenstein, Jr.. M.D. Pp. 294. 
Price $4.00. The Josiah Macy, Jr., Foundation, New 
York City, 1951. 

Analgesia and Anaesthesia in Obstetrics. By J. P. Greenhill, 
M.D. Pp. 85. Price, $2.75. Charles C Thomas, Spring- 
field, Ill., 1952. 

The Control of Communicable Diseases. By Hugh Paul, M.D. 
Pp. 526. Price, $9.50. John de Graff, Inc., New York, 
1953. 

Doctors, People and Government. By James Howard Means, 
M.D. Pp. 206. Price, $3.50. Little, Brown & Co., Boston, 
1953. 


Gynecological and Obstetrical Pathology. By Peter A. Herbut, 
M.D. Pp. 683. Price, $12.50. Lea & Febiger, Philadel- 
phia, 1953. 

Headaches, Their Nature and Treatment. By Stewart Wolf, M.D. 
and Harold G. Wolff, M.D. Pp. 177. Little, Brown & 
Co., Boston, 1953. 


How To Prepare for Marriage. By John Douglas, M.D. and 
Elizabeth Hardy. Pp. 135. Price, $2.50. Pageant Press, 
New York, 1952. 

The Medical Clinics of North America (Philadelphia Number). 
Pp. 322. W. B. Saunders Co., Philadelphia, 1953. 

Metabolic Interrelations. Edited by Edward C. Reifenstein, Jr., 
M.D. Pp. 262. Price, $4.50. The Josiah Macy, Jr., Foun- 
dation, New York, 1952. 

Pregnancy Wastage. (Processings of a conference). Edited by 
Earl T. Engle. Pp. 254. Charles C Thomas, Springfield, 
Ill., 1953. 

Unipolar Lead Electrocardiography and Vectorcardiography. 3rd 
ed. By Emanuel Goldberger, M.D. Pp. 601. Price, $10.00. 

Lea & Febiger, Philadelphia, 1953. 
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Recommend and USE 
The NEW SCHMERL 
“Walking Traction” FRAME“ 


WITH 
THESE 
Advantages! 


Treatments are 

not confining... 

permit ordinary 

activities during 

traction 

@ Well-timed traction may be carried out by 
patient at home during work and play 

@ The head has considerable freedom of movement 
during traction 

@ Light in weight... durable plastic construction 

@ Easy to put on and take off... simple to adjust 
Literature On Request 


Manufacturers o 
U. L. RICH CO, FRAME 
2933 WEBSTER STREET © OAKLAND 9, CALIFORNIA 


*U.S. PAT. NO. 2,649,856 


J 


Can you afford Infectious Hepatitis 
in your practice, Doctor? 


Why take the chance of hepatitis cross-infection, 
because of improperly sterilized needles and in- 
struments? 

You can afford a steam-pressure autoclave for your 
own office. Why? Because the new Castle “‘777” 
Speed-Clave costs only $210! Desk-top size, it fits 
anywhere. Fully automatic. Faster than boiling. 

Write or phone your Castle dealer. 


WILMOT CASTLE COMPANY 
1152 University Avenue, Rochester 7, N. Y. 
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The ability to 


relieve pain 
...1S among the 
ereatest attributes 
of the physician” 


—and by all odds pain is the most common com- 
plaint for which patients consult physicians. 

To give the physician a wider range of attack on 
pain, a new analgesic has been combined with the “intermediate” 


sedative, Butisol, and the widely prescribed sympathomimetic, 


Syndrox, in— 
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Scientific Exhibits Are Important Education Sources 


Tue scientific exhibit has “come of age” the past 
few years. Discerning physicians who attend medi- 
cal meetings have discovered in the scientific exhibit 
section an important adjunct to their postgraduate 
study. They are also pleased to discover that these 
visual presentations are no longer dull and difficult 
to decipher—that they are, in fact, visually appeal- 
ing and designed to facilitate quick absorption of 
their message. 

This is particularly true of the sixty-one exhibits 
and demonstrations which will be displayed for your 
edification during the Sixth Annual Assembly. Dr. 
Merlin Newkirk of South Gate, Calif., with the as- 
sistance of Dr. T. E. Robinson of Salt Lake City, 
Utah, and Dr. Andrew Tomb of Victoria, Tex., has 
assembled the most outstanding group of exhibits 
you have ever seen at any Assembly. Whether your 
interest turns to rehabilitation, peptic ulcer, head- 
aches, gynecology, pediatrics, or surgery—or half a 
dozen other subject areas—you will find several ‘‘vis- 
ual aids” on the lower floor of Cleveland Public 
Auditorium to excite your interest and increase 
your knowledge. 

We hesitate to describe any specific exhibit in de- 
tail, because of the difficulty in selecting one that 
stands out above the others—and space will not per- 
mit a review of them all. Certainly, however, no one 
will want to miss the team of therapists working with 
crippled children, the fresh pathology tissue demon- 
strations, the study of drug action on the autonomic 
nervous system, the procedure in creating a new 
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drug, the “free” chest x-rays, etc. The booth being 
exhibited by the Cleveland Health Museum will also 
command considerable attention. It shows the pur- 
pose for founding America’s first health museum 
and the progress it has made since its beginning. 

Your trip to Cleveland will not be completely 
fruitful unless you devote several recess periods to 
the Scientific Exhibit Section. A list of the Scien- 
tific Exhibits appears on page 139. 


Merlin Newkirk, M.D. 
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“Normally the fetus receives ‘; 
from 300 to 500 mg. of iron 


from the mother...” 
Pediatrics 7:136, Jan. 1951. 


Pregnancy makes exceptional nutritional de- 
mands on the mother. CALFERBEE supplies the 
nutriments known to be depleted by the de- 
mands of the fetus. 

The gastric resistant coated tablet not only 
assures better tolerance, but also assures maxi- 
mum absorption of the contents for extra thera- 
peutic effect. 

CALFERBEE is not cluttered with components 
for which there is as yet no clear-cut need in 
human nutrition. Thus, the tablet is small, easy 
to take, and reasonable in cost. 


CARROLL DUNHAM SMITH 
PHARMACAL COMPANY 


New Brunswick, New Jersey 
Established 1844 


GIVES THE MOTHER 
WHAT THE 
FETUS TAKES 


“Iron deficiency and iron 
deficiency anemia cannot 
#.. be cured by diet.” 
J.A.M.A, 143:1252, Aug. 5, 1950, 


“The fetus demands and gets 
calcium from the mother even 

if her diet is deficient.” 
Am. J. Obst. & Gynec. 57:1037, June 1949, 


Each easily-swallowed CALFERBEE tablet pro- 
vides: 

Calcium phosphate tribasic—400 mg.—66% 
more calcium and 11% more phosphate than 
the dibasic salt—approximate ratio calcium to 
phosphorus of 2 to 1. 

Ferrous sulfate exsiccated—100 mg.—the min- 
imum daily requirement—2.5 times the iron in 
the same amount of ferrous gluconate. 

The vitamins most needed during gestation: 
The minimum daily requirement of vitamin D, 
thiamine and ascorbic acid, and ¥% that of ribo- 
flavin. 

DOSAGE: One or two tablets repeated at the discretion 
of the physician. 
SUPPLIED: In bottles of 100 and 1000. 
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Rehabilitation of Spinal Cord In- 
juries, W. Scott Allan, Boston. 

Clinical Features of Gout and Its 
Therapy, Elmer C. Bartels, M.D., Lahey 
Clinic, Boston. 

The Management of Remaining Com- 
mon Duct Stones Without Secondary 
Operation, R. Russell Best, M.D., Uni- 
versity of Nebraska, Omaha. 

Tension Headache, Lester S. Blumen- 
thal, M.D., Washington, D.C. 

Oral Penicillin: Evaluation of Avail- 
able Dosage Forms, Wm. P. Boger, 
M.D., Norristown State Hospital, Norris- 
town, Pa. 

Massive Peptic Ulcer Hemorrhage, 
H. Taylor Caswell, M.D., Philadelphia. 

At Birth Immunization for Diphtheria, 
Pertussis and Tetanus, Herbert D. 
Chamberlain, M.D., McArthur, Ohio. 

Reduction of Mortality in the New- 
born by Prompt X-ray Examination, 
George Cooper, Jr., M.D., University of 
Virginia Hospital, Charlottesville, Va. 

Early Management of Patients with 
Spinal Cord Injuries, Donald A. Covalt, 
M.D., Bellevue Medical Center, New 
York, N. Y. 

Contributions in the Diagnosis of 
Benign and Malignant Ulceration of the 
Stomach Gastroscopic Observation, Gas- 
tric Biopsy and Exfoliative Cytology, 
Emmanuel Deutsch, M.D., Boston. 

The Effect of Drugs on the Autonomic 
Nervous System, E. Grey Dimond, M.D., 
University of Kansas Medical Center, 
Kansas City, Kansas. 

Dermatological Manifestations of In- 
ternal Diseases, Robert F. Dickey, M.D., 
Foss Clinic, Danville, Pa. 

Progress in Parkinsonism, Lewis J. 
Doshay, M.D., Neurological Institute, 
New York City. 

Diseases of the Mitral Valve—Diag- 
nosis and Surgical Treatment, Thomas 
J. Dry, M.D., Mayo Clinic, Rochester, 
Minn. 

Cancer, Mrs. Arthur |. Edison, Cancer 
Prevention Center of Chicago, Inc., 
Chicago. 

Pregnancy in the Bicornuate Uterus, 
Frederick H. Falls, University of Ilinois, 
Chicago. 

Malcolm J. Ford, M.D., Public Health 
Service, Washington, D. C. 

Vascular Headaches, Arnold P. Fried- 
man, M.D., New York City. 

Medical Writing by the General 
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SCIENTIFIC EXHIBITS 


Practitioner, |. Phillips Frohman, M.D., 
Washington, D. C. 

Cellular Changes of Sodium and 
Potassium in Man, George T. Harrell, 
M.D., Bowman Gray School of Medi- 
cine, Winston-Salem, N. C. 

Differential Diagnosis in Pulmonary 
Disease, Frank T. Jones, National 
Tuberculosis Association, New York. 

New Diagnostic Methods for Monilia- 
sis and Trichomoniasis, Alfred B. Kup- 
ferberg, M.D., Ortho Research Founda- 
tion, Raritan, N. J. 

Diagnosis and Surgical Treatment of 
Diaphragmatic Hernias, Conrad R. Lam, 
M.D., Detroit, Mich. 

Arterial Occlusion of the Lower Ex- 
tremities, Fay A. LeFevre, M.D., Cleve- 
land Clinic, Cleveland, Ohio. 

The Treatment of Convulsive Disorders 
in Children, Samuel Livingston, M.D., 
The Johns Hopkins Hospital, Baltimore. 

Experiment in Treatment of Peptic 
Ulcer with Unrestricted Diet, Edward A. 
Marshall, M.D.. Cleveland, Ohio. 

Common Plantar Hyperkeratoses, 
Rayal M. Montgomery, M.D., New York. 

Radical Treatment of Paraplegic 
Ulcers, J. Treacy O'’Hanlan, M.D., 
Waynesboro, Va. 

Myasthenia Gravis—Management 
and Diagnosis with Edrophonum Chlo- 
ride (Tensilon), Kermit E. Osserman, 
M.D., New York City. 

Abdominal Incisions, Louis A. Palum- 
bo, M.D., Veterans Administration Cen- 
ter, Des Moines, la. 

Blue Shield Medical Care Plans, Ned 
F. Parish, Blue Shield Medical Care 
Plans, Chicago. 

Endotracheal Anesthesia for Tonsil- 
lectomy and Adenoidectomy in Children, 
John W. Pender, M.D., Mayo Clinic, 
Rochester, Minn. 

Amebiasis in the Cleveland Area, 
E. W. Peters, M.D., Euclid Clinic Founda- 
tion, Cleveland. 

A Drug Is Born, Ray Pogge, M.D., The 
Wm. S. Merrell Company, Cincinnati. 

Are Your Hospital Diets Therapeutic 
for Gastrointestinal Diseases?, Mrs. 
Thelma Pollen, American Dietetic Asso- 
ciation, Chicago. 

Early Care of the Injured Hand, 
Joseph L. Posch, M.D., Detroit. 


Rehabilitation in Poliomyelitis, Ruth 
A. Ryder, National Foundation for In- 
fantile Paralysis, Inc., New York City. 

The Gallbladder Story, Paul L. 
Shallenberger, M.D., Guthrie Clinic, 
Sayre, Pa. 

Comparison of Silicone Ointments, 
John M. Shaw, M.D., University of 
Michigan, Ann Arbor. 

The Nasal Manifestations of the 
Allergic State, Nathan Ernest Silbert, 
M.D., Lynn, Mass. 

Cardiac Emergency Kit, Jacob J. 
Silverman, M.D., Staten Island, N. Y. 

Effective Infant Feeding in the First 
Year: A Simplified Approach, W. D. 
Snively, Jr., M.D., Mead Johnson Co., 
Evansville, Ind. 

Office Procedures in Proctology, 
M. G. Spiesman, M.D., Chicago. 

Antacid Therapy of Peptic Ulcer, 
Frederick Steigmann, M.D., Chicago. 

Does Your Shoe Battle Your Foot, 
Harry C. Stein, M.D., New York City. 

The Causes of Failure of Prolonged 
Streptomycin-PAS Treatment of Pulmo- 
nary Tuberculosis, Mr. Norman R. Sturgis, 
Jr., Trudeau-Saranac Institute, Trudeau, 
N. Y. 

Professional Training, R. M. Thomp- 
son, Col. U.S.A.F. (M.C.), Washington, 
D.C. 

Headache Mechanisms, M. Martin Tu- 
nis, M.D., Montreal, Quebec. 

Roentgenologic Diagnosis of Alimen- 
tary Tract Abnormalities in Infants and 
Children, Ernest H. Watson, M.D., Uni- 
versity of Michigan, Ann Arbor. 

Recent Advances in the Treatment of 
Lung Cancer, William L. Watson, M.D., 
New York City. 

Dextran for the Prevention and Treat- 
ment of Shock, Jacob J. Weinstein, 
M.D., Washington, D. C. 

Diagnostic Survey of the Infertile Cou- 
ple, Walter W. Williams, M.S., Spring- 
field, Mass. 

The Mechanism of the Neurological 
Symptoms and Signs in Spondylolisthe- 
sis, Robert Dean Woolsey, M.D., St. 
Louis University, St. Louis, Mo. 

Use of Radioactive Isotopes in Dis- 
orders of the Liver and Biliary Tract, 
Eric T. Yuhl, M.D., University of Chicago. 

Therapy for Crippled Children: A 
Team in Action, Miss Jayne Shover, The 
National Society for Crippled Children 
& Adults, Chicago. 
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ONE, TWO, 
BUCKLE MY SHOE... 


When obesity begins to make daily living more and 
more difficult, Revicaps Lederle will often prove a 
valuable aid to successful management. 


Revicaps does three important things: 


It depresses the appetite, with d-amphetamine 
(5 mg. per capsule) plus bulk-producing methyl- 
cellulose providing double anorexic action. 

It elevates the mood, cheering the patient and 


making him more cooperative in following a reduc- 
ing diet. 


LEDERLE LABORATORIES DIVISION It prevents dietary deficiencies, providing the 


american Cyanamid company essential vitamins and minerals frequently lacking 


30 Rockefeller Plaza, New York 20, N.Y. in unsupervised reducing diets. 
Revicaps is simple to prescribe, and easy for the 
patient to take—1 or 2 capsules, 4 to | hour 
before each meal. 
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Subcommittee Appointments for Ladies’ 
Entertainment Made by Mrs. Salter 


SUBCOMMITTEE appointments and the finishing 
touches for ladies’ entertainment at the Sixth An- 
nual Scientific Assembly in Cleveland this month 
have been made by Mrs. Herbert W. Salter, chair- 
man of the Ladies’ Entertainment Committee. 

Mrs. Salter has selected Mrs. George Lemon of 
Toledo to be her vice-chairman. Subcommittee heads 
will be Mrs. Simon Bunin, Luncheon-Fashion Show; 
Mrs. Eugene Peters, Registration; Mrs. H. S. Tuck- 
er, Hospitality; Mrs. Hugh Amos, Publicity; Mrs. 
R. J. Dial, Information; and Mrs. Frank H. Clark, 
Coffee and Book Review. Mmes. Earl Van Horn, 
Albert J. Hart, Joseph Lindner, and James Fisher 
are also on the committee. 

All wives and guests are invited to attend the op- 
ening session of the Scientific Assembly at 1:00 P.M. 
Monday, March 22 in Public Auditorium. 

Social events get into swing on Tuesday with a 
luncheon and fashion at 12:30 p.m. in the Rainbow 
Room of the Carter Hotel. Bonwit-Teller will pre- 
sent the fashion show with ten professional models 
showing dresses, furs, hats, and handbags. The styles 
will include expensive, medium-priced, and budget 
apparel for various sizes and ages. Mrs. Virginia 
Harrington Gray, fashion director of Bonwit-Teller 
will be the director and commentator. Joe Baldi and 
his orchestra will furnish background music. 

Tickets, which are $4 may be purchased at the 
ladies’ registration desk. Bonwit-Teller will pre- 


sent a door prize to the holder of the lucky ticket. 

Ladies’ registration and ticket sales will begin at 
10:00 a.m. March 21 on the mezzanine of Hotel 
Cleveland and continue until 4:00 p.m. On Monday 
and Tuesday, March 22 and 23, Jadies may register 
at Public Auditorium from 8:30 a.m. to 4:00 P.M. 
and on Wednesday, March 24, from 8:30 a.m. to 
10:30 a.m. Wives of thirty-five general practitioners 
in the Cleveland area have volunteered to help with 
the registration. 

Wednesday activities include a “‘Kaffeeklatsch” at 
11:00 a.m. in the Grand Ballroom of the Statler 
Hotel, followed by a book review. Meeting new 
friends and greeting old ones will be the feature of 
this informal gathering. 

For the book review, Dorothy Fuldheim, the only 
woman analyst on television today, will be the guest 
reviewer. She has her own daily radio and television 
broadcast in the Great Lakes area. On her many 
trips abroad Miss Fuldheim interviewed Churchill, 
Hitler, and Mussolini, and she is the only TV news 
analyst who has ever held a television interview with 
the Duke of Windsor. 

Wednesday evening at 8:00 P.M. a President’s 
Reception will be held in the spacious Ballroom of 
Hotel Cleveland. All physicians and their wives are 
invited to attend. They will have the opportunity of 
meeting the officers of the Academy and many dis- 
tinguished guests such as Sir Alexander and Lady 
Fleming of London, England. A Metropolitan Opera 
star will sing during the evening and a name band 
will provide music for dancing. 


“There's nothing wrong with you that a few $25 visits won't cure.” 
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Out in front... 


in treatment 
of 


hypertension 


SQUIBB RAUWOLFIA 


More physicians write prescriptions for Raudixin than for all other 
forms of rauwolfia combined. The reasons for this choice are sound: 


e Raudixin contains the standardized whole root of 
Rauwolfia serpentina. There is no definite evidence 

that any alkaloid or fraction has all the beneficial actions 
of the whole crude root. 


e Raudixin lowers blood pressure moderately, gradually, 
stably. It also slows the pulse and has a mild sedative effect. 


e Raudixin is the safe hypotensive agent. It causes no 
dangerous reactions and almost no unpleasant ones. 

e Raudixin is often effective alone in mild to moderate 
hypertension of the labile type. In more severe cases it is 
effectively combined with other hypotensive agents. 


50 and 100 mg. tablets, bottles of 100 


*“RAUDIXIN’ 1S A TRADEMARK 


SQUIBB 
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Improve Practice in British Isles 
Goal of College Members at Meeting 


We arE here not because we think we are good 
practitioners but because we want to be better ones,” 
was the theme keynoting the first annual general 
meeting of the new College of General Practitioners 
of Great Britain. 

Dr. F. M. Rose, one of the Royal College’s found- 
ers, made this statement in summing up the feeling 
of the meeting which was held November 14 at 
British Medical Association House in London. The 
attendance was excellent with between 400 and 500 
members and associates attending from all sections 
of the British Isles and Eire. 

Telegrams of greeting came from all over the 
world for the occasion, including a cablegram from 
the American Academy of General Practice. (See 
copy of cablegram, p. 145.) The A.A.G.P. was 
instrumental in serving as a guide in the founding 
of the British group. Other greetings were received 
from Queen Elizabeth II, from New South Wales 
and New Zealand telling of faculties of the college 
founded there, and one from Canada—from Dr. M. 
R. Stalker, chairman of the Organising Committee 
of a possible College of General Practice in Canada. 
He expressed the belief that a Canadian college 
would be founded this year. 

Dr. G. F. Abercrombie, chairman of the Founda- 
tion Council of the Royal College, pointed out that 
the College had taken no part in medical politics 
during the past year and so was in “collision with 
none.” 

Dr. William Pickles of Aysgarth, Yorkshire, a 
physician who has done a great deal for British 
medicine, was unanimously elected the first presi- 
dent of the College after having been nominated by 
Dr. J. H. Hunt, another of the founders of the Royal 
College. 

Dr. Hunt said the Foundation Council had been 
conscious from the beginning that it was to a great 
extent a self-elected body and because of this it was 
hoped that the first president would be someone 
who had not been a member of this Council and who 
had not been directly connected with the founda- 
tion of the College in any way. 

At a meeting of the Council held after the general 
meeting, Dr. Abercrombie was elected chairman; 
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College of General Practitioners Has First Annual Meeting in London 


Dr. W. N. Pickles. 


Dr. Rose, vice-chairman; Dr. H. L. Glyn-Hughes, 
honorary treasurer; and Dr. Hunt, secretary. These 
physicians and 16 others comprise the Council. The 
first Council thus consists of four members from 
London, three from Scotland, one from Wales, one 
from Northern Ireland, and 11 from the English 
counties. To these will be added representatives 
from all those faculties both at home and overseas 
which are not already adequately represented. 

It was moved, that for the first few years the an- 
nual general meeting should be held in London and 
after that it should occasionally be held in other 
cities. 

Early in the annual meeting Dr. Abercrombie 
gave the history of the Royal College stating that on 
November 19, 1952 when the Steering Committee 
was dissolved, the ten general practitioner members 
of that committee decided to found a college at 
once. Before a year had passed, more than 2,500 
physicians had joined the College—the majority 
from England, about 300 in Scotland, more than 100 
in Wales, and nearly 100 from Northern Ireland. A 
Council of the College was set up in Scotland to 
deal with Scottish affairs. 
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GB Protection against hunger pangs 


Obocell Complex contains d-Amphet- 
amine and Nicel.* Appetite is curbed 
at meals. Nicel sustains control by ex- 
tending the effects between meals. 


EJ Protection for his damaged liver 


Obocell Complex contains choline,’ 
best for transporting neutral fat, and 
_ inositol, considered superior in trans- 


porting cholesterol. 


EJ Protection for his enzyme systems 


Obocell Complex supplies thiamine, 


riboflavin and niacinamide in amounts 
recommended by Zelman.' These vita- 
mins are essential in intermediary car- 
bohydrate metabolism and oxidative 
processes. 


1. Zelman, S.: Arch. Int. Med. 90: 141, 1952. 


A NEW PRODUCT ANNOUNCEMENT 
Each Obocell Complex capsule supplies: 


d-Amphetamine Phosphate (dibasic) 


Bottles of 
50 and 500 


Thiamine Mononitrate 
Riboflavin 


*“rwin-Neisler's Brand of High Viscosity Methylcellulose. 


IRWIN, NEISLER & COMPANY -+ DECATUR, ILLINOIS 
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DR. J. H. HUNT 

COLLEGE OF GENERAL PRACTITIONERS 
HALL OF SOCIETY OF APOTHECARIES 
14 BLACK FRIARS LANE 

LONDON, ENGLAND 


THE GENERAL PRACTITIONERS OF THE 
UNITED STATES EXTEND THROUGH THE 
AMERICAN ACADEMY OF GENERAL PRAC- 
TICE CORDIAL GOOD WISHES TO THEIR 
COLLEAGUES IN THE ROYAL COLLEGE OF 
GENERAL PRACTITIONERS ON THE OCCA- 
SION OF YOUR FIRST ANNUAL MEETING. 
THE FAMILY UNIT IS THE POINT D’APPUI 
OF A HEALTHY SOCIETY IN OUR WESTERN 
CIVILIZATION. WE JOIN YOU IN A CON- 
FIDENT DETERMINATION TO IMPROVE 
AND EXPAND THE SERVICE COMPETENT 
GENERAL PRACTITIONERS CAN AND 
SHOULD RENDER IN THEIR ESSENTIAL 
ROLE AS PHYSICIAN TO THE FAMILY. ON 
BEHALF OF OUR PRESIDENT DR. U. R. 
BRYNER AND BOARD OF DIRECTORS I 
CONVEY SINCERE FELICITATIONS TO ALL 
YOUR MEMBERS AND CONGRATULATIONS 
TO YOUR NEW OFFICERS. WE SHOULD 
APPRECIATE RECEIVING A REPORT OF 
YOUR MEETING. 


MAC F. CAHAL, EXECUTIVE SECRETARY 
AMERICAN ACADEMY OF GENERAL PRAC- 
TICE 


The work of the Undergraduate Education Com- 
mittee was outlined and the report stated that fore- 
most of the committee’s recommendations is that 
all medical students in Great Britain should be 
given an insight into general practice by general 
practitioners. 

The Greek Ambassador, His Excellency, M. Basile 
Mostras, added color to the occasion by presenting 
to President Pickles a gavel made from the wood of 
an ancient tree from the Island of Cos, the home of 
Hippocrates. In wishing the new college success, 
his Excellency said the Royal College of General 
Practitioners was devoted to the ideals of the Hip- 
pocratic oath which would always remain the basis 
of medical practice. 
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AMA Chooses Two Key AAGP Members 
To Study Public Relations Problems 


Former Academy president, Dr. Stanley R. Tru- 
man of Oakland, Calif., and Dr. J. S. DeTar of 
Milan, Mich., speaker of the Congress of Delegates, 
have been appointed by the A.M.A.’s Board of 
Trustees to a special committee to study the prob- 
lems of public relations created by recent adverse 
publicity in sensational newspaper and magazine 
articles. 

Dr. Truman has been named chairman of that 
committee and Dr. DeTar a member of the seven- 
man group. Other members are Drs. Leland S. 
McKittrick of Brookline, Mass., LeRoy Sloan of 
Chicago, Bruce Underwood of Louisville, Ky., 
James Graves of Monroe, La., and Felix L. Butte of 
Dallas, Tex. 

At the A.M.A. interim session in December the 
House of Delegates instructed the Board of Trus- 
tees to appoint persons with broad representation 
through the profession to the committee. The com- 
mittee will report to the House of Delegates at the 
San Francisco meeting next June. 


Cites Britain's Poor Medical Service 
As Complaint Against Health Program 


Despite the huge deficit under which the British 
Health Service is operating, the most serious pen- 
alty under the system is the quality of service phy- 
sicians can render, Dr. Samuel A. Garlan said at a 
luncheon meeting of the Metropolitan area during 
the New York chapter’s annual meeting in New 
York City. 

Dr. Garlan was asked to give a talk on compulsory 
federal health insurance and used his firsthand 
knowledge of the service in Great Britain to warn of 
such a program. “Medicine as practiced in Great 
Britain is in a decadent state,” he said, and “the 
only hope and salvation of the general practitioners 
in Great Britain centers in the newly organized 
Royal College of General Practitioners.” 

As seen in Great Britain today, doctors’ offices 
will be forever crowded; individual patients will 
receive only scant attention; and long waiting lists 
for hospitals will be inevitable. The average physi- 
cian is forced to see about sixty patients daily in 
his office or the home and receives a fee of 1 pound, 
equivalent to $3 in our currency. 

Dr. Garlan stated that since the maximum num- 
ber of patients a panel physician is allowed to carry 
is 3,000, his highest gross income will be $9,000 a 
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On the Calendar 


JN Academy chapter meetings and 
—_> postgraduate courses, as well as 
% = other medical meetings in which 
general practitioners will have an 

a interest, will appear here monthly. 


March 15-18. Dallas Southern Clinical Society, spring 
clinical conference, Dallas, Tex. 

March 15-19. University of Utah College of Medicine, 
postgraduate course designed for general 
practitioners, Salt Lake City. 

March 15-19. American College of Chest Physicians, 
postgraduate course on diseases of the chest, 
Bellevue-Stratford Hotel, Philadelphia, Pa. 

March 22-25. American Academy of General Prac- 
tice, Sixth Annual Scientific Assembly, Public 
Auditorium, Cleveland, Ohio 

March 24. Maryland chapter and Baltimore City Med- 
ical Society, lecture on disorders of the thyroid, 
Johns Hopkins Hospital. 

March 24-26. University of Colorado School of 
Medicine, postgraduate course in pediatrics, 
Denver. 

March 29-31. Aero Medical Association, 25th an- 
nual meeting, Hotel Statler, Washington, 
D.C, 

March 31—Apr. 2. American College of Surgeons, 
sectional meeting, Montreal, Quebec, Canada. 

April 1-2. Tulane University, et. al., symposium on 
Industrial Medicine, New Orleans. 

April 1—4. American Heart Association, annual meet- 
ing, Chicago. 

April 1, 8, 15, and 22. Maryland chapter and Balti- 
more City Medical Society, lectures on water and 
electrolyte disturbances, Johns Hopkins Hospital, 
Baltimore. . 

April 9-10. University of Colorado School of Medi- 
cine, course in obstetrics and gynecology, 
Denver. 

April 13-15. Indiana chapter, sixth annual scientific 
meeting, Indianapolis. 

April 14-16. University of Utah College of Medicine, 
course on diseases of the chest, Salt Lake 
City. 

April 16-18. University of California School of Medi- 
cine, symposium on emergencies: medical, 
surgical, obstetrical, Los Angeles. 

April 18-21. Tennessee chapter, third annual meeting, 
Maxwell House Hotel, Nashville. 

April 21-22. Kentucky chapter, third annual meeting, 
Netherland Plaza Hotel, Cincinnati, Ohio. 

April 25. Flerida chapter, annual meeting, Hollywood 
Beach Hotel, Hollywood, Fla. 

May 2. Hawaii chapter, fourth annual meeting, Hono- 
lulu. 

May 3. Kansas chapter, fifth annual meeting, Municipal 
Auditorium, Topeka, Kansas. 


year—and that is before extremely high taxes aid 
maintenance expenses are deducted. If he attempis 
to care for the top number of patients, it is impossi- 
ble for him to render anything that resembles top 
quality medicine as is known in the United States 
today. 

The English general practitioner is completely 
divorced from the hospital—he has no hospital 
status. He can perform no tests or minor operations 
in his office on British Health Service patients. 
When patients require the above, the general prac- 
titioner loses all contact until the patient is well 
and released by the hospital. 

Dr. Garlan also pointed out that in those coun- 
tries where government health insurance is in force 
the demand for medical attention increases con- 
siderably. It is impossible to prevent abuses. 

In reference to the degree that socialized medi- 
cine is being attempted in this country, Dr. Garlan 
singled out the H.I.P., the Kaiser-Permanente Plan, 
and the Rip Van Winkle Clinic of Hudson, N. Y., 
as examples of unAmerican health insurance plans. 
He said the free medical care which persons with 
non-service-connected disabilities have been receiv- 
ing in veterans administration hospitals, and the 
former administration’s attempt to subsidize med- 
ical schools actually amount to federal participation 
in medicine. He denounced any international treaty 
arrangements which take priority over all existing 
statutes in the United States. 

Dr. Garlan closed his speech by placing these 
threats to medical and over-all freedom in the doc- 
tors’ laps. He deemed positive action through local 
chapters the best way of molding public opinion 
against evils, the best way to fight impending evils, 
and the only way to insure against socialized 
medicine. 


Dr. Thomas E. Rardin Again 
To Be AAGP “Abstracts” Editor 


Tue MAN who first conceived the idea of “ Abstracts,” 
who edited it (as ‘Program Notes”) in 1951, and 
was associate editor in 1952, has once more donned 
the mantle of editor of the 1954 edition. 

Dr. Thomas E. Rardin of Columbus, Ohio, is un- 
usually well equipped to handle this important as- 
signment, bringing to it a combination of a large 
and successful general practice, a broad teaching 
background as a clinical member of the Ohio State 
faculty, and intensive experience in developing vis- 
ual teaching techniques during his army service. 

This will be the fourth consecutive year for this 
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unique publication, which so effectively captures in 
permanent reference form all the “meat” of every 
lecture, symposium, and scientific exhibit presented 
at the Annual Assembly. 

The book will again be available at the “cost of 
production” price of $5 and advance orders will be 
taken during the Assembly in Cleveland. 


Pamphlet from Indiana Doctor Answers 
Questions Patients Ask About Fees 


“To All My Patients,” a little four-by-six inch 
pamphlet written by Academy member, Dr. Walter 
L. Portteus of Franklin, Ind., might cop the prize 
for being one of the best public relations moves of 
the year. 

Out of the embroilments about fee splitting and 
ghost surgery, Dr. Portteus and Mr. James Wag- 
gener, executive secretary of the Indiana State Med- 
ical Association, have covered this ticklish problem 
simply and forcefully, said Dr. George F. Lull of 
the A.M.A. in a recent Newsletter. 

The front cover of the little pamphlet carries the 
same message that is carried on the A.M.A. plaque 
inviting patients to discuss services and fees. 

The brevity and concise explanation of the fac- 
tors which determine a fee are taken up step by step 
and expertly cover the questions patients may have 
in the backs of their minds. In explaining what con- 
stitutes a physician’s fee, Dr. Portteus says: 

MY FEES ARE BASED— 

not only on the time spent with you and the nature of your 

illness, but also upon the time which will be required in making 


the necessary arrangements for your surgery, and the care re- 
quired until you are again well and feeling like yourself. 


Under the headings, ‘Your Care Will Require 
the Services of a Team” and “Costs vs. Security,” 
he further explains just what must be paid for and 
why it is necessary to have these services to protect 
the patient’s health. 

The bill in most cases, he explains, will be ren- 
dered by the individual members of the team—the 
hospital, the surgeon, the anesthetist, the assistant 
physician if one is needed, and the family physician 
who may also be the anesthetist or the assisting 


physician during surgery. 
Name 10 Medical Schools That Will Select 
Candidates for 1955 Mead Johnson Awards 


IN KEEPING with the expansion of the Mead Johnson 
General Practice Residency Award Program, the 
names of ten medical schools in the nation, instead 
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Fred R. Humphrey, M.D. 


of five, that will nominate candidates for the 1955 
awards have been announced by the committee. 

The schools are University of California School 
of Medicine, San Francisco; Medical College of 
Georgia, Augusta; Stritch School of Medicine of 
Loyola University, Chicago; Indiana University 
School of Medicine, Indianapolis; State University 
of Iowa College of Medicine, lowa City; Boston Uni- 
versity School of Medicine, Boston; Albany Medical 
College, New York City; Western Reserve Univer- 
sity School of Medicine, Cleveland; New York Uni- 
versity College of Medicine, New York City; and 
the University of Oklahoma School of Medicine, 
Oklahoma City. 

At a February 7 meeting of the Academy’s Mead 
Johnson Award Committee, headed by Dr. Fred 
Humphrey of Fort Collins, Colo., in Chicago, win- 
ners from these schools were selected but the an- 
nouncement will not come until the scientific As- 
sembly in Cleveland this month. 

At the time of this announcement the names of 
five interns who have been selected to receive the 
awards to fill out the ten scholarships for residencies 
to begin this July will also be given. The winning 
interns were selected at the Chicago meeting. 

When Mead Johnson initiated this program in 
1952 the original grants of $1,000 were to be made 
to five medical school seniors who would receive the 
awards at the time they began their residencies. In 
order to get the program underway, five interns 
were also selected that year and these doctors began 
their general practice residencies in July, 1952. 
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PHOTOGRAPH BY PAUL RADKAI 


Exhausting cough didn’t keep her awake 


METHAJADE 


ANTITUSSIVE 


Your cough-wracked patients get restful relief with 
Methajade. It reduces cough frequency, yet maintains 
the normal cough reflex. It dilates bronchi, makes 
dry cough productive. Methajade is useful in treating 
paroxysmal cough associated with bronchitis, trache- 
itis, dry pleurisy, pulmonary cancer, asthma and 


certain hard-to-control post-surgical coughs. 

Quick information: Methajade is sugar-free, lime- 
flavored. Each fl. oz. contains: 10 mg. Methadone*; 
0.12 Gm. ‘Propadrine’; 1.2 Gm. potassium citrate; 
4.5 cc. diluted phosphoric acid, and alcohol 5%. 
Adults, | to 2 tsp. every 3 to 4 hours. 


*Warning: may be habit-forming. 


GP e Volume IX, Number 3 


: 
= 
DIVISION OF MERCK & CO., Inc. 
| 
ape 
148 


Tuesday 


2:30 


Opening of Program 
and Welcoming Speeches 


1:00 


Significance of 
Thyroid Enlargement 


George Crile, Jr., M.D. 


Emergency Room 
Surgery 


Donald M. Glover, M.D. 


Robt. L. Faulkner, M.D. 


RECESS FOR EXHIBITS 


Allergic 
Dermatitis 


George H. Curtis, M.D. 


The Routine 
Multip 


Allan Barnes, M.D. 


Commonly Missed 
Diagnoses of Skin 
Diseases 


Clarence S. Livingood, M.D. 


Unjustified Pelvic 
Surgery 


Richard W. Telinde, M.D. 


Management of the 
Anemias 


Wm. S. Middleton, M.D. 


NOON RECESS 


The Physician as 
a Citizen 


E. J. McCormick, M.D. 


Why Train for 
General Practice? 


Roscoe L. Pullen, M.D. 


The Family Doctor 
and Our Youth 


Joseph Hughes, M.D. 


Peptic Uicer— 
Symposium 


C. Stuart Welch, M.D. 
Moderator 

Lt. Col. Eddy Palmer 

Seymour Gray, M.D. 


Headache, Dizziness 


E. P. Fowler, Jr., M.D. 
Louis G. Moench, M.D. 
Sydney P. Schwartz, M.D. 


RECESS FOR EXHIBITS 


4:30 


Live Clinic 


Edgar Davis, M.D. 
Col. Carl Tempel 


Beginning of Antibiotic 
Therapy 
Sir Alexander Fleming 


Antibiotics in Infectious 
Dis Sy 
Paul A. Bunn, M.D. 


Moderator 
Sir Alexander Fleming 


Edward H. Kass, M.D. 
Vernon Knight, M.D. 
Mark H. Lepper, M.D. 


STATE OFFICERS 
DINNER 


CONGRESS OF 
DELEGATES DINNER 


PRESIDENT’S 
RECEPTION 


Formal Lecture Program — Sixth Annual Assembly — 
HOUR Monday Wednesday Thursday 
9:30 
Pe Robert Myers, M.D. Thos. F. Frawley, M.D. a 
Vaginal Bleeding Diseases 
echer, M.D. | 
OPENING OF 
10:00 SCIENTIFIC AND ae 
11,00 
vm | = 
11:30 9:00 
John C. Krantz, Jr., Ph.D. 
a 
12:00 
12:00 
1:30 ASSEMBLY : 
2:00 Symposium 
Theodore von Storch, M.D. 
Moderator ae 
3:00 
3:00 
4:00 
Rehabilitation, Tuberculosis— 
4:00 Symposium 
4:30 Howard A. Rusk, M.D. Sol Katz, M.D. : ay. Ys 
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Vitamin By2 PLUS Intrinsic Factor 


In Armatinic Activated, the hemopoi- 
etic factors activate and potentiate 
each other in their interrelated role 


Vitamin Bi2 Crystalline 

Folic Acid 

Vitamin C 

Liver Fraction II (N.F.) with 
Desiccated Duodenum 
(contains Intrinsic Factor) 


Supplied in bottles of 100 and 1000. 


Also available: Armatinic Liquid, bottles of 
8 oz. and 16 oz. 


COMPREHENSIVE 
ANTIANEMIA 
THERAPY 

IN A SINGLE 
CAPSULETTE 


A THE ARMOUR LABORATORIES 


A DIVISION OF ARMOUR AND COMPANY . CHICAGO 11, ILLINOIS 
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Sixth Annual Scientific Assembly 


SCHEDULE OF EVENTS 


Friday, March 19 —Board of Directors ; 10:00 a.m. 


Saturday, March 20 


—Joint meeting, Board of Directors, Committee on Scientific 


Assembly, and Local Arrangements Committee 10:00 a.m. 
Registration for delegates and officers at headquarters hotel 10:00 a.m. 
Luncheon, Board, Scientific Assembly and Local Arrangements 
Committees 12:15 p.m. 
Congress of Delegates convenes 2:00 p.m. 
Congress of Delegates recess 5:00 p.m. a 
Reference Committees 7:00 p.m. ™ 


Sunday, March 21 —Reference Committees 9:00 a.m. 


Registration for exhibitors and members at auditorium 10:00 a.m. 
Ladies’ Registration 10:00 a.m. 
Congress of Delegates convenes 2:00 p.m. 


Monday, March 22 


—Registration for members at auditorium 8:30 a.m. 


Ladies’ Registration 8:30 a.m. 
Congress of Delegates convenes 9:00 a.m. 
Scientific Assembly opens 1:00 p.m. 
State Officers’ Dinner 6:00 p.m. 


Tuesday, March 23. —Scientific Assembly 9:00 a.m. 
Ladies’ Luncheon and Fashion Show 12:30 p.m. 
Delegates’ Dinner 7:00 p.m. 


Wednesday, March 24—Scientific Assembly 9:00 a.m. 
Ladies’ “Coffee” and Book Review 11:00 a.m. 
President's Reception and Dance 8:00 p.m. to 


12:00 


Thursday, March 25 © —Scientific Assembly 9:00 a.m. 
Scientific Assembly closes 12:00 m. 
Board of Directors 1:00 p.m. 
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Make your Hotel Reservations carly 


American Academy of General Practice 
1954 Scientific Assembly 


The Academy meets in Cleveland in 1954 
with the biggest anticipated registration 
in its history. This means that the physi- 
cian who makes his reservation early will 


have first choice on the best rooms in the 
better hotels. For the finest program yet 
offered at any Annual Assembly... for the 


most valuable four days you ever spent... 


By all means come to Cleveland... 


BUT REMEMBER — 

* Assignment of rooms will be made in the order re- 
ceived. 

* All assignments will be through the Cleveland Hous- 
ing Bureau. 

°No “headquarters” hotel—Academy headquarters 
will be at Public Auditorium. 


® Delegates and distinguished guests may specify the 
Cleveland Hotel. 


* State officers and delegates must make their own 
reservations. 

® Be sure to indicate definite arrival and departure 
time, also names of room occupants. 

* All registration (except delegates) at Public Audi- 
torium 10:00 A.M. to 5:00 P.M. Sunday, March 21, 


and beginning at 9:00 A.M. on Monday. Meeting 
ends at noon, March 25. 


MAP OF DOWNTOWN CLEVELAND 


al 


Courtesy of the Commercial Survey Co. 


Terminal Tower 


2. Public Auditorium 


3. Stadium—Home of the 
Indians and the 
Browns 


4. Allerton Hotel 

5. Auditorium Hotel 

6. Carter Hotel 

7. Cleveland Hotel 

8. Colonial Hotel 

9. Hollenden Hotel 

10. New Amsterdam Hotel 


USE THIS CONVENIENT 
HOTEL RESERVATION FORM 


a 
4 
— 
ARENA 
WE. 
Ka RAI 


Kansas Hospitals Operate Nation's 
First Teletype System In That Field 


News agencies, airlines, department stores, and ho- 
tel chains for years have disseminated information 
to distant points by teletypewriter and now a tele- 
type system links nine hospitals in Kansas, a na- 
tional first in this field. 

The leased-wire network covers a 30,000 square 
mile area stretching from Pittsburg, located on the 
Kansas-Missouri border to Del Norte in south cen- 
tral Colorado’s San Luis Valley. The heart of the 
communications is in Wichita, Kansas, at St. Joseph 
Hospital. 

The system is proving to be more economical 
than were the long-distance telephone bills. How- 
ever, one of the principal reasons for the installa- 
tion of the teletype network stems from the nation- 
wide shortage of pathologists and radiologists. The 
network has cut the round trip time from surgeon 
to pathologist to surgeon by as much as eight days. 
The teletype message is written at both the trans- 
mitting and receiving stations, eliminating the 
chance for error. 


Fellowships in Public Health Announced 
By Infantile Paralysis Foundation 


Tue National Foundation for Infantile Paralysis an- 
nounces the availability of a limited number of post- 
doctoral fellowships in the field of public health and 
preventive medicine. The purpose of these fellow- 
ships is to prepare physicians to fill vacancies in 
public health and preventive medicine, especially 
those interested in entering the teaching field. 

The fellowships are for one or more years at an 
approved school of public health with a period of 
field experience. Stipends are based on the indi- 
vidual need of each applicant. 

Complete information concerning applications 
may be obtained from the Division of Professional 
Education, National Foundation for Infantile Paraly- 
sis, 120 Broadway, New York 5, N. Y. 


Medical News in Small Doses: 


To Honor the Academy’s president-elect, Dr. W. 
B. Hildebrand of Menasha, the Wisconsin chapter 
announces that members will go on reserved cars on 
the “Bill Hildebrand Special” to the Assembly in 
Cleveland. The train is scheduled to leave Milwau- 
kee on Sunday, March 21.... Indiana chapter 
members have been named to key posts in the Indi- 
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G@uger 
(whole natural vitamin P complex) 


travel 


Bon 


the 


Brand of meclizine hydrochloride 


most prolonged action 


first com pou nd Bonamine is the only motion-sickness 


preventive which is effective in a 
effective single daily dose. Just two 25 mg. 

tablets (50 mg.) will provide adequate 
against motion protection against all types of motion 

sickness —car or boat, train or plane— 


sickness in for a full 24 hours in most persons. 


a single few side effects 
d aily d ose Clinical studies have shown, in case 


after case, that relatively few of the 
patients experienced the usual side 

effects observed with other motion-sickness 
remedies: less drowsiness, dullness, 
headache, dryness of the mouth, etc. 

In addition, Bonamine is tasteless and 
acceptable to patients of all ages. 


Supplied : 25 mg. tablets. 


FrRADEMARK 


PFIZER LABORATORIES Brooklyn 6, N.Y. 
Division, Chas. Pfizer & Co., Inc. 
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ana State Medical Association. Dr. Walter Portteus 
is president-elect of I.S.M.A.; Dr. James Denny has 
been elected chairman of the executive committee of 
the association; Dr. Elton Clarke is the new chair- 
man of the state council; Dr. Roy V. Myers was re- 
elected treasurer and Dr. Wendell Stover was re- 
elected a delegate to the A.M.A. In the General 
Practice Section of the association, Dr. Norman 
Booher is chairman; Dr. Frank Green is vice-chair- 
man; and Dr. Russell J. Spivey is secretary. ... At 
its seventh annual convention held recently in At- 
lantic City, the American Veterans Committee sup- 
ported the stand of medical men that some sort of 
protection must be given the public against “catas- 
trophic illness.” National Executive Director An- 
drew Rice said: ‘“The medical profession and non- 
profit hospitals and health services have built up a 
widespread network providing medical care for our 
people. However excellent it may be, yet it is not by 
itself sufficient. In recent years, this network has 
come to be supplemented by medical insurance un- 
der various kinds of plans.” A.V.C. warned, how- 
ever, that if private medical care plans should fail to 
provide sufficient coverage in the near future, it 
would favor a plan of national health insurance. . . . 
A.A.G.P. member, Dr. Fred S. Brenneman, who is 
director of Public Health for the government of 
American Samoa, has been appointed to the Re- 
search Council of the South Pacific Commission as a 
representative of the United States. The announce- 
ment was made by Sir Brian Freeston, secretary gen- 
eral of the South Pacific Commission. ... The 
American Foundation for Allergic Diseases has 
urged doctors to give patients allergy tests before 
administering penicillin. When the infection is 
mild, the foundation advised giving penicillin by 
mouth rather than by injection as it was less likely 
to cause a severe reaction. ... Dr. Paul E. Pearson 
of Kansas City, Mo. has been elected president of 
Trinity Lutheran Hospital medical staff in Kansas 
City.... Five Academy members are among the 
Milwaukee physicians who are appearing on a 
weekly television program entitled, ‘Doctors on 
Television.” Dr. Robert F. Purtell and Dr. Robert 
E. Callan have already participated. Dr. Leonard E. 
Rothman will speak on “Teenagers” on March 16. 
“Family Living” will be the topic of Dr. Maurice B. 
Byrnes on April 13, and Dr. Thomas J. Aylward 
will speak on “Growing Old Gracefully” on June 8. 
- Of the 21 medical schools in the United King- 
tie, general practice schemes are organized in 
nine, according to a report which was carried re- 
cently in the British Medical Journal. 
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a neal advance 


in control of 


rheumatic pain 


relaxant mephenesin 
“solubilized”* 

and activated by 

analgesic sodium salicylate 


e greater predictability 
e greater safety 


IMPORTANT : 
—now 3 dosage forms for : Q 
greater flexibility and convenience : ff 
(1) MEPHOSAL CAPSULES —Simple combina- 


tion of mephenesin and sodium salicylate 
for broad-range, general rheumatic therapy. 


(2) MEPHOSAL TABLETS with HMB, and 
(3) MEPHOSAL ELIXIR with HMB— both con- 


taining homatropine methylbromide, for 
use in rheumatic cases associated with 
gastrointestinal disturbance. 


samples and detailed literature on request. 
*A research development (Patent Applied For) of 


CROOKES LABORATORIES, INC. 
MINEOLA, NEW YORK 
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The Prescription for 


‘Empiral” 


sedation 


when pain, anxiety, and restlessness 
aggravate each other. 


Each compressed product contains: 


Phenobarbital .......gr. % 
Acetophenetidin ..... gr. 2% 


Bottles of 100 


*trademark 


3K BURROUGHS WELLCOME & CO. (U.S.A.) INC., TUCKAHOE 7, N. Y. 
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(Continued from page 159) 
C. B. Fleet Co., Inc. 

Flint, Eaton & Company 

Geigy Pharmaceuticals 

General Electric Company 
General Foods Corporation 
Gerber Products Company 

Otis E. Glidden & Company, Inc. 
Grune & Stratton, Inc. 

Hamilton Mfg. Co. 

Hanovia Chemical & Mfg. Co. 
The Harrower Laboratory, Inc. 
H. J. Heinz Company 

Paul B. Hoeber, Inc. 

Hoffmann LaRoche, Inc. 
Holland-Rantos Co., Inc. 
Hollister-Stier Laboratories 
Homemakers’ Products Corp. 
Irwin, Neisler & Company 
lves-Cameron Company, Inc. 
Jobst Applied Biomechanics Institute 


Jones Metabolism Equipment Co., Inc. 


“Junket” Brand Foods 
Keleket Manufacturing Co. 
Kellogg Company 

C. B. Kendall Company 


Kidde Mfg. Co. 


Charles B. Knox Gelatine Co., Inc. 


Lea & Febiger 

Lederle Laboratories 
The Liebel-Flarsheim Co. 
Eli Lilly & Company 
Lincoln Laboratories 

J. B. Lippincott Company 
Little, Brown & Company 


Lloyd Brothers Pharmacists, Inc. 


P. Lorillard Co., Inc. 

Marion Laboratories, Inc. 

The Maroc Company 

The S. E. Massengill Company 
F. Mattern Mfg. Co. 

McNeil Laboratories, Inc. 
Mead Johnson & Company 
Medco Products Co. 

Medical Aids, Inc. 

Medical Case History Bureau 
Medical Fabrics Company 
Medical Film Guild 

Medical Protective Company 
Merck & Company, Inc. 

The Wm. S. Merrell Company 
Milex Products 


Miller Surgical Company 
M & R Laboratories 
National Dairy Council 
The National Drug Company 
National Live Stock & Meat Board 
Nepera Chemical Company, Inc. 
Ortho Pharmaceutical Corporation 
Parke, Davis & Co. 
The Pelton & Crane Company 
Pet Milk Company 
Chas. Pfizer & Co., Inc. 
Philip Morris & Co., Ltd., Inc. 
Picker X-Ray Corporation 
Pitman-Moore Company 
W. F. Prior Company, Inc. 
Procter & Gamble Co. 
Professional Equipment Co. 
The Purdue Frederick Company 
Ralston-Purina Company 
Raytheon Manufacturing Co. 
R. J. Reynolds Tobacco Co. 
Riker Laboratories, Inc. 
Ritter Company, Inc. 
A. H. Robins Co., Inc. 
J. B. Roerig & Co. 

(Continued on page 162) 


in the treatment of peptic ulcer 


Cacarbonate, 2.0 gr.; 


Mgtrisilicate, 
and Goldberg, E., Clin Ms 42.55 (1959 
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or pleasant tasting 


tablet 


made from milk combined with dextrins and n 
balanced 


nonsystemic antacids.* 


clinical work in progress demonstrates it to Latta eres nea 
tragastric drip for 


approach to t 


-continuous in 


latory patient.’’** (Reprints on request.) 
hastens peptic ulcer healing . . in reenaney ea 


burn, gastritis, hyperacidity 


In tubes of 25 at all 


“HORLICKS CORPORATION | 
Pharmaceutical Division RACINE, 
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£ 
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iysicians ans are invited to write for 
ambulantas 


(Continued from page 161) 
Rystan Company 
Sanborn Company 
Sandoz Chemical Works, Inc. 
W. B. Saunders Company 
Schenley Laboratories, Inc. 
Schering Corporation 
The Scheumann-Jones Company 
Schieffelin and Company 
Julius Schmid, Inc. 
The Scholl Mfg. Co., Inc. 
Scientific Equip. Mfg. Co. 
G. D. Searle & Company 
Sharp & Dohme, Inc. 


Smith-Dorsey 

Smith, Kline & French Laboratories 
Spencer, Inc. 

E. R. Squibb & Sons 

R. J. Strasenburgh Company 

The Stuart Company 

Sutliff & Case Co., Inc. 

Swift & Company 

Tampax, Inc. 

Testagar & Co., Inc. 

U. S. Vitamin Corporation 

Ulmer Pharmacal Company 

The Upjohn Company 

Vaisey Bristol Shoe Company, Inc. 


Vanpelt & Brown, Inc. 

Varick Pharmacal Company 
Wallace & Tiernan, Inc. 

Henry K. Wampole & Co., Inc. 
Warner-Chilcott Laboratories 

The Warren-Teed Products Company 
Westwood Pharmaceuticals 

White Laboratories, Inc. 

Williams & Wilkins Company 
Wilmot Castle Company 
Winthrop-Stearns, Inc. 

The Max Wocher & Son Company 
Wyeth Laboratories, Inc. 

F. E. Young Company 


Advances in medical therapy are paralleled by advances in the “tools” available to 
the profession. Each year brings new developments in pharmaceuticals, surgical 
instruments, diagnostic apparatus, textbooks, office equipment, and dietetic products. 
Consequently, investigation of the technical exhibits should be as much a part of 
one’s educational activities at an Assembly as attendance at the lectures or study of 
the scientific displays. These exhibitors have been selected carefully and you will find 
their representatives alert, courteous, and eager to be of service to you. 


AVAILABLE in bottles of 24 
and 100 
*Vainder, Milton: Indus. 
Med. & Surg. 22:183 
(Apr.) 1953 


MINUS 5° 


Antitensive and Analgesic 


1, Lowers excess fluid balance by direct 
action on the anti-diuretic hormone 

2. Reduces stimulus to painful uterine spasm 

3. Provides prompt, effective analgesia 


Each M-Minus 5 tablet contains: 

Pamabrom (2 amino-2-methylpro- 
panol-1-8-bromotheophyllinate)..........50 mg. 
Acetophenetidin. mg. 


DOSE: One tablet 4 times a day, starting 3 to 7 days 
before expected onset of menses, and continuing through 
usual period of symptoms. 


LABORATORIES 
919 N. Michigan Ave., Chicago, Ill. 
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San Juan Beckons Post-Assembly Travelers 


AAGP Doctors To Combine Vacation 
With Scientific Session on Cancer 


Cancer and the problems of the cancer patient will 
formulate the general theme of the scientific meet- 
ing being held in San Juan, Puerto Rico, following 
the A.A.G.P. Assembly in Cleveland this year. 

General practitioners going to San Juan will be 
welcomed by Dr. Juan A. Pons, Secretary of Health, 
Dr. Luis Sanjuro, President of the Puerto Rico 
Medical Association, and Dr. E. Harold Hinman, 
Dean of the University of Puerto Rico School of 
Medicine. 

Subjects which will comprise the scientific pro- 
gram are: “Cancer of the Skin,” by Dr. Victor 
Rivera; “Cancer of the Colon and Rectum,” by 
Dr. Luis Sala; and “Care of the Advanced Cancer 
Patient,” by Dr. Lyndon E. Lee, Jr. 

A special train leaving Cleveland the morning of 


March 25 will carry Academy members to Miami 
Beach, Florida, arriving there March 27. San Juan- 
bound physicians and wives will enjoy sight-seeing 
of Miami Beach and a dinner party while there, 
leaving by air April 2 for San Juan, via Havana and 
Ciudad Trujillo. Arrival in San Juan will be April 6 
and departure for home will be April 9. 

Both the European post-Assembly tour and the 
San Juan trip are again being planned by the official 
travel agency of the Academy. Additional informa- 
tion on the post-Assembly trips may be obtained 
from Academy headquarters or Lee Kirkland Travel 
Agency, 1231 Baltimore, Kansas City, Missouri. 
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NOW 


in essential hypertension 
every patient can benefit from 


® Reduces the blood pressure 
@ Induces a state of calm tranquility 


® Relieves headache, dizziness, 
and other symptoms 


® Slows the pulse 
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Past president’s pins were presented to 
two former executives of the Delaware 
chapter during its recent annual meet- 
ing in Wilmington. Dr. J. Jesse Selin- 
hoff, chapter president in 1952 (second 
from left), is shown presenting a pin to 
Dr. Stephen W. Bartoshesky, the presi- 
dent in 1953. Dr. Selinkoff also re- 
ceived a pin. Participating in the cere- 
monies were Dr. Harold A. Tarrant, a 
past president (left to right), Dr. 
Selinkoff, Dr. Eugene J. Szatkowski, 
vice-president; Dr. Bartoshesky, Dr. 
Douglas W. MacKelcan, treasurer; Dr. 
George J. Boines, the new president; 
and Dr. Morris Harwitz, secretary. All of 
the doctors practice in Wilmington. 


News from the State Chapters 


Tue banquet speech which Dr. John S. DeTar of 
Milan, Mich. made at the recent annual meeting of 
the Delaware chapter in Wilmington made such a 
good impression on the local press that an editorial 
was devoted to the subject in the Wilmington Morn- 


ing News. Dr. DeTar, speaker of the Congress of 
Delegates, spoke on ‘The Problems of the General 
Practitioner.” The Morning News heralded the 
comeback that the family doctor has made as being 
extremely encouraging. The following is a quote 
from the editorial : 

“We share the feeling that specialization in medi- 
cine has had some deleterious side-effects, for the 
patient at least, even though it has furthered scien- 


EXPLOSIVE REACTION... 


“In acute constipation, the cathartic of 
choice is the . . . one which will 
produce a prompt and complete 
evacuation without excessive 
purgation.”’ (Cornell Conference on 
Therapy, Vol. III, p. 279) 


OR GENTLE EVACUATION ? 


DOXYCHOL:! 


product of George A. Breon & Co. 


feo New York 18, N. Y. 


For deliberate, 
untroubled bowel action . . . try Doxy- 


chol-K. Each tablet contains Desoxycholic 
acid (1 gr.) and Ketocholanic acids (3 gr.). 
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“Bile has a mild laxative action...” 
(U. S. Dispensatory, 24th Edition: 
808, 1947) 

“*. .. bile per se is stimulating to 

the movements of the bowel so that 
an increase in bile flow has a 

natural stimulating effect.” 
(Shallenberger, P. L. and Kerr, P. B., 
Postgrad. Med. 13:32, 1953) 
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in everyday practice 


PENICILLIN 
still the antibiotic of first 
choice for common infections . . . 


REINFORCED BY 


TRIPLE SULFONAMIDES 
to increase antibacterjal 
range and reduce resistance. . . 


Three strengths: 
125M, 250M, 500M 


Each tablet contains: 

Penicillin G Potassium, Crystalline 
125,000 (or 250,000 or 500,000) 
units 

Sulfadiazine . . . . . 0.167 Gm. 

Sulfamerazine . . . . 0.167 Gm. 

Sulfamethazine. . . . 0.167 Gm. 


Supplied: 

Scored tablets in bottles of 50. 
Biosulfa 125M also available 
in bottles of 500. 


# TRADEMARK, REG. U.S. PAT. OFF, 


| Upiohs | 


THE UPJOHN COMPANY, KALAMAZOO, MICHIGAN 


tific progress and has brought the fruit of that prog- 
ress to the public with a minimum of delay. Sure|, 
there is a great need to get medical costs down su 
that they can be compassed by the average famil\ 
budget. The general practitioner who can treat 
most of the illnessés of an entire family should be 
able to do it efficiently and with less strain on that 
budget.” 

At this Wilmington meet- 
ing new officers were elected 
with Dr. George J. Boines of 
Wilmington taking over the 
reins as president. Dr. Martin 
B. Pennington is president- 
elect; Dr. Morris Harwitz is 
secretary, and Dr. Douglas 
W. MacKelcan is treasurer 
(see cut). 

At the banquet, Dr. H. 

Thomas McGuire was toastmaster, presiding over 
the festivities which included the presentation of 
past president’s pins to Dr. Stephen W. Barto- 
shesky, immediate past president, and Dr. J. Jesse 
Selinkoff. 

The first meeting of the new Board of Directors 
of the Colorado chapter was held in Denver Janu- 
ary 8. The names of new officers who were elected 
at the chapter’s recent annual meeting have been 
received. Dr. Kenneth Beebe of Sterling is presi- 
dent, Dr. Salvatore Esposito of Aurora is vice- 
president, Dr. Robert M. Maul of Denver, secretary, 
and Dr. Thomas E. Best of Denver, treasurer. 

Following the amendment of the chapter’s by- 
laws, the office of president-elect was created and 
Dr. Martin Vander Schouw of Fort Collins was 
elected to the post. 

The Fresno-Madera-Kings County (California) 
chapter announces new officers for 1954. They are 
Dr. Jack Bick, president; Dr. Jerome Thormann, 
vice-president; and Dr. Robert Kass, secretary- 
treasurer. 

An attendance of just under 500 attended the 
fourth annual scientific assembly of the Nassau 
(New York) County chapter held recently in Garden 
City, N. Y. The scientific program included lectures 
on “Uses and Abuses of the Antibiotics” and the 
physical examination, and a panel discussion on 
hypertension. 

September 9-11 are the dates for the annual con- 
vention of the Texas chapter. The “Seashore in 
54” meeting will be held in Galveston, Texas. 

The West Texas chapter held a one-day seminar 
December 2 in Fort Stockton. The following day a 
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scientific seminar was held for all doctors in the 
San Angelo region. 

Eleven of the meetings of the Harris (Texas) 
County chapter this year will be scientific ones, 
sponsored by the University of Texas Postgraduate 
School of Medicine. 

Unanimously elected as officers of the Dallas 
(Texas) chapter for 1954 are Dr. George L. Launey, 
president; Dr. R. G. Carpenter, president-elect; 
Dr. Richard B. Hartin, vice-president; and Dr. Ben 
Barzune, secretary-treasurer. 

The West Virginia chapter sponsored a scientific 
meeting recently in Parkersburg. 

At the recent annual clinical meeting of the 
Michigan chapter, the newly organized Bay County 
chapter received its charter. Dr. S. Franklin Horo- 
witz, acting president of the new group, received 
the charter. 

The Michigan chapter has amended its by-laws 
so that presidents of the component chapters are 
now members of the state group’s executive board. 
Dr. Karl Swift of Detroit is president of the Michi- 
gan chapter; Dr. Kenneth Toothaker of Lansing is 
president-elect; and Dr. Russell F. Fenton is 
secretary-treasurer. 

The annual meeting of the Florida chapter will 
be held April 25 at the Hollywood Beach Hotel in 
Hollywood, Fla. The scientific program will precede 
the annual meeting of the Florida Medical Associa- 
tion and will consist of a talk by Dr. J. Lester Wilke 
of Chicago on “‘Genito-Urinary Problems and the 
General Practitioner.” There will also be a business 
meeting and new officers will be elected. 

‘In Arkansas, Dr. James M. Kolb, president of 
the state chapter, has appointed all past presidents 
to the chapter’s building fund committee. 

Dr. Marshall O. Hart of Tulsa has been serving 
as president of the Oklahoma chapter since the 
death of Dr. Allen Gibbs. 

At the Oklahoma chapter’s annual meeting in 
February, six physicians presented the scientific 
program. The third day there was a special sym- 
posium on geriatrics and gastrointestinal diseases 
presented by seven nationally-known doctors. 

The New Hampshire chapter is one of the spon- 
sors of the New Hampshire Heart Association’s 
Pilot Study series, the final sessions of which will 
be in April and May. Plans are also being made for 
an all-day clinical meeting to be held in Manchester 
oi this spring. An announcenient will be made 
ater. 

The Publications Committee of News and Views 
monthly publication of the St. Louis (Missouri) 
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in refractory or 


relapsing cases 


ERYTHROMYCIN 

the antibiotic of choice 
against resistant 
Gram-positive cocci. . . 


REINFORCED BY 


TRIPLE SULFONAMIDES 

to cover Gram-negative bacteria 
and to potentiate 

the erythromycin... 


Each tablet contains: 
Erythromycin 
Sulfadiazine 
Sulfamerazine .... 
Sulfamethazine . . . . 


Supplied: 
Protection-coated tablets 
in bottles of 50 and 500. 
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Upjohn 


THE UPJOHN COMPANY, KALAMAZOO, MICHIGAN 
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To reduce voluntary food intake, every 
curb appetite AM PLUS capsule provides 5 mg. of 
dextro-amphetamine sulfate 


while maintaining 
The balanced AM PLUS formula assures 


sound nutrition adequate vitamin-mineral supply, essential 
in any weight control program 


= hy 
each capsule of contains: 


‘DEXTRO-AMPHETAMINE 


Thiamine Hydrochloride 
Riboflavin 

Pyridoxine Hydrochloride 
Niacinamide 


Manganese 
Molybdenum 


Calcium 


J. B. RoERIG AND COMPANY, Chicago 11, Illinois 


GP « Volume IX, Number 3 


CONTROLLED 
ba 
 _ 


chapter, has taken over the editorial duties of the 
late Dr. C. W. Schumacher. Among the changes 
in editorial policy is the plan to incorporate at 
least one scientific article in each issue. 

Dr. Philip Thorek of Chicago, an honorary mem- 
ber of the Academy, was guest speaker at the Jan- 
uary 26 scientific meeting of the St. Louis chapter. 

Academy member, Dr. E. Claude Bohrer of West 
Plains, Mo., died January 20 after suffering a heart 
attack. At the time of his death he was president 
of the Missouri State Medical Association. 

The second annual meeting of the Arizona chap- 
ter was held February 5—6 in Phoenix. President 
U. R. Bryner was guest speaker at the annual dinner. 
The scientific program was presented by eleven 
nationally-known speakers. 

All previous attendance records for the Wisconsin 
chapter were broken when nearly 500 persons at- 
tended the chapter’s fifth annual scientific assembly 
recently in Milwaukee. Halfway through the first 
day, extra chairs had to be set up to accommodate 
the large number of physicians who wished to hear 
the scientific program. 

Dr. Clarence F. McDonald of Milwaukee is the 
chapter’s new president-elect. Dr. C. G. Reznichek 


Milwaukee Journal 


The success of the Wisconsin chapter’s annual meeting is mirrored 
in the smiles of its officers. Left to right are Dr. Jerome W. Fons 
of Milwaukee, retiring president; Dr. C. G. Reznichek of Madison, 
new president; Dr. Robert Purtell of Milwaukee, secretary-treas- 
urer; and Dr. Clarence F. McDonald of Milwaukee, president- 
elect. 


is the new president, and Dr. Robert Purtell was 
re-elected secretary-treasurer (see cut). Dr. E. J. 
Schneller was chosen speaker of the chapter’s 
Congress of Delegates. Dr. Jerome W. Fons, the 
retiring president, was presented a gold key. 


INDICATED 


4. Miliaria. 


8. Intertrigo 


DO YOU WANT 


GERMICIDAL ACTIVITY GREATER THAN BICHLORIDE? 
YET NON-TOXIC! 


A useful Dermatologic Powder that contains: Benzalkonium Chloride, Choles- 
terol, Magnesium Carbonate and Menthol in a fine impalpable Powder Base. 
SIG—Simply dust onto affected areas. 


1. Certain types of weeping and itching ECZEMA. 
2. Burns—In place of Ointments— Wet Dressings. 
3. Ammoniacal Dermatitis—Eliminates Rash & Odor 


5. Excoriation from Infectious Dermatitis & Diarrhea. 
6. Heatrash, Bedsores, Athletic Supporter Itch. 
7. Under Casts, Trusses, Prosthetic Appliances. 


Samples on request. 
Ethically promoted only. 


MAROC COMPANY 


SEE OUR EXHIBIT AT THE CONVENTION—BOOTH 6A. 
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THERAPEUTIC 
NUTRITION 


tat eal vitamin tat 
“sential to productive health and that stresses 
"such as disease and injary profoundly affect 
nutritional ‘requirements, the Committee on 
Therapeutic Nutrition of the Food and Nutrition 
Board* recommends standard vitamin formula- 


Therapeutic Nutrition, Committee on Therapeutic 


Nutrition, Food and Nutrition Board, 234, 


Each Panalins-T Capsule supplies; 


Thiamine 


Calcium pantothenate 
Pyridoxine 

Folic acid 

Ascorbic acid... 
Vitamin Bip. .- 


Bottles of 30 and 100. 


mg, 
mg 
mg. 
mg. 
mg. 
mg. 


Each Panalins capsule supplies: 


Thiamine... 


Ascorbic acid... 
Calcium pantothenate 
Folic acid 
Vitamin Byo 
Vitamin A 
Vitamin D 
Bottles of 100 and 500. 


: 
mG, 
in. Panalins and Panalins-T, Mead 


For vitamin therapy in stress situations 
1 or 2 Panalins-T capsules daily in: 


== 


N.R. C. STANDARD THERAPEUTIC VITAMIN CAPSULE injuries, including fractures 
before and after surgery : 


mg. 

aa Panalins-T supplies important water-soluble vitamins in or 
mom the high therapeutic potencies needed to promote optimal 

mg recovery from disease or injury. Since the body cannot 


: : conditions involving a marked 
store appreciable amounts of these vitamins, regular pro- catabolic or anabolic response 


vision of generous amounts is essential. 


to safeguard and maintain vitamin adequacy 1 or 2 Panalins capsules daily in: 


patients with inadequate or 
irregular diets 
patients with poor food habits 


patients with mild illnesses 
N.R. C. STANDARD MAINTENANCE VITAMIN CAPSULE 


growing children and 
adolescents 


mg. 
Panalins supplies protective potencies of ten vitamins convalescents in late stages 
Needed for maintenance of the good vitamin nutrition patients undergoing mild 
physiologic and pathologic 
essential to productive health. stresses 


als 
“i* Therapeutic Nutrition, Publication No. 234, National Research Council, 


MEAD JOHNSON & COMPANY - EVANSVILLE, INDIANA, U.S.A. T MEAD) 
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sa licy Liste Building Fund Nears Goal, with Texas 
and Ohio Still in Front 


formulas 


e MICHIGAN continued to move ahead steadily in state 
to adva nce control in standings. With another $925 in cash during Janu- 


rheumatic disease d ary, Dr. Howard Robinson and his energetic com- 
mittee have pushed their state up to seventh place. 
The first ten states, in order of their cash totals, are: 


Texas 

Ohio 

. Missouri 
California 
New York 
Massachusetts 
Michigan 

. Illinois 

Iowa 

Colorado. 


Both Missouri and California crept up a little closer 
to the two leaders during the month. 

We now have in the bank $168,803—which is 
$57,803 in excess of the amount required to retire 
the mortgage on the building site (a Board stipula- 

APPLICATIONS tion). This leaves only $67,197 more to go to reach 
t0 wed the amount specified by the Board as the minimum 
arthritis. for the start of construction. If every member who 
P-B-Sal-C with COLCHICINE for diagnostic and specific has not already made a contribution and pledge 
control in gouty arthritis. will do so within the next thirty days, we will have 


2» P-B-Sal-C with ESOPRINE for greater relief in rheumatic . lees 
po ion of the 
disease associated with painful muscle spasm. (Fibrositis, P assed that int before the conclusion 


myositis and bursitis.) Cleveland Assembly. You are urged to watch the 
4a P-B-Sal-C SODIUM FREE for convenient therapy in rheu- daily tally announcements in the Building Commit- 
__ matic conditions complicated by cardio-vascular disease. tee booth, to see how rapidly we approach this goal. 


Cash contributions for the month of January were 
January total 


contributions contributions 


(ULMER) 5.00 $ 1,210.00 
BASIC FORMULA AND COMBINATIONS 355.00 
Each Tablet Contains 


350.00 
Sodi Salicylate. ........0.25 Gm. (4 gr. 
Ascorbic Acid. 20 mg. gr.) 3,500.00 
Connecticut... . 1,372.00 


0.25 mg. (1/250 gr.) 00 
3. P-B-Sal-C with ESOPRINE Delaware......... 597 
Basic formula plus ULMER -. 747.08 


Ph igmi late. .0.25 1/250 gr. 


Methylbromide. .....0.50 mg. (1/125 gr.) | COMPANY “gin 
4. P-B-Sal-C SODIUM FREE ery | Minneapolis 3, 1,580. 
Ammonium Salicylate... ... 


1, P-B-Sal-C (basic formula) Arkansas. 
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State Chapter Building Fund Standings —Continued 
state 
$550.00 $4,710.00 
50.00 3,205.00 
35.00 4,270.00 
1,371.00 
80.00 2,415.00 
335.00 
1,201.00 
Massachusetts. 385.00 5,846.00 
925.00 4,855.00 
100.00 2,700.00 
120.00 9,655.00 
25.00 
850.00 
225.00 
New Hampshire............ 5.00 1,023.00 
New 125.00 2,713.00 
15.00 6,385.50 
105.00 
60.00 10,740.00 
10.00 1,250.00 | 
100.00 3,033.00 
Rhode 120.00 | 
South Carolina........ 2,435.00 
462.50 | 
1,450.00 
40.00 13,623.00 | 
1,285.00 
370.00 
1,165.00 | 
210.00 1,660.00 
5.00 3,330.00 
U.R. Bryner Fund (Museum). . . 100.00 200.00 
50.00 255.00 
Miscellaneous........... _ 161.61 
Commercial Organizations. . . — 14,075.00 
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prenatal 


nutritional 
supplement 


is more completely assimilated 
ove more easily tolerated 


HERE’S HOW 
ULVICAL WORKS 


Water-soluble vitamins dissolve in stomach for 
quickest assimilation and conversion. 

Enteric ting over pound vitamins and 
minerals does not dissolve at gastric pH. These 
pass into duodenum intact. 


3 Enteric coating dissolves at duodenal pH, 


releasing calcium, phosphorus and iron. Iron 
available in the duodenum is more effective 
than that carried to the jejunum. 


4 Enteric coating over oil-soluble vitamins and 


vitamin Be dissolves in the jejunum at pH8+. 
Common nausea is thus prevented. 


Equally effective in geriatrics. 


@iwteal 


EACH TABLET CONTAINS 


Vitamin A..... 1,500 USP units 
Vitamin D 
Thiamine Chloride....... I mg. 


2 mg. 
Ascorbic Acid....... 16.66 mg. 
Calcium Pyrophosphate 


Ferrous Sulfate USP 


Vitamin ......... 


Dosage: One tablet 3 times a 
day as a supplement. 2 tablets 3 


times a day for therapeutic use. 


ers. 200 USP units 


(Ca 150mg.P 120mg.) 7.5 gr. 


(Fe. 38 


3 gr. ULMER 


(ULMER) 


PHARMACAL COMPANY 
Minneapolis 3, Minnesota 
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1 
175 


Ants in the Printers’ Plants 


CUSTOM MADE 


Wantep.—A second-handed typewriter by a young 
student nurse with a wide carriage.—Platteville 
(Wis.) Journal. 


TRADE NAME 


Dr. Anna Besick 
Physician and Surgeon. 
—Office sign in Cicero (IIl.). 


CO-OPERATION 


Mrs. WELLINGTON wishes to thank the nurse and 
doctor for their kind co-operation in the loss of her 
husband.—Buchinghamshire (Eng.) News. 


COMPLIMENT 


For Sate.—1951 Oldsmobile sedan. Driven 7,300 
miles by owner who looks and runs like brand new. 
Phone owner, Dr. Mark R. Dilling, Main 720.— 
Tennessee News. 


HIGH OCTANE 


WE Just can’t let the sunshine into our autos, but 
scientists will be dried, melted, and turned into 
gasoline.—Green Bay (Wis.) Press-Gazette. 


HEAVEN LIES ABOUT US 


Mr. and Mrs. Raymond Allison are the proud par- 
ents of a son born Monday at the Community hos- 
pital. The little lad was also welcomed by his two 
younger sisters, Donna and Victoria.—Batavia 


(Ill.) Herald. 


significantly effective 


Vertavis’ one 
Vertavis-Phen‘ 


In severely hypertensive patients with 
heart failure, Vertavis and Vertavis-Phen 
cause a significant improvement of total 
circulation, a transient increase in coronary 
flow, and a decrease in auricular pressure. 
Marked falls in blood pressure have re- 
sulted in the majority of patients. 

In most cases, therapeutic doses of 
Vertavis or Vertavis-Phen can be given 
without gastrointestinal disturbances. 
Some patients, however, will exhibit side 
effects which are not of a serious nature 
and are easily overcome by reduction in 
dosage. 

Dosage should start with 1 tablet twice 
daily, administered immediately after 
breakfast and at bedtime. If it is necessary 
to increase dosage, this routine should be 
modified to include an afternoon dose at 
1:00 or 2:00 p.m. If further dosage increases 
are required in an occasional patient, the 
smallest dose should be taken at 1:00 or 
2:00 p.m. and the largest dose at bedtime. 
The patient should refrain from eating for 
4 hours after taking medication. Clinical 
studies show that the side effects from time 
and mode of administration may be mini- 
mized by adhering to the dosage schedule 
outlined above. 

Long term treatment with Vertavis and 
Vertavis-Phen: has resulted in the clearing 
of retinal hemorrhages and exudates of the 
optic fundi, in diminution of heart size as 
well as normalization of left ventricular 
strain patterns in the electrocardiogram. 


IRWIN, NEISLER & COMPANY 
DECATUR, ILLINOIS 
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